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CHAPTER ONE
STATEMENT OF THE PROBLEM
Individualism at first only dams the spring of public virtues, but in the long
run it attacks and destroys all the others too and finally merges in egoism .
. . . Not only does democracy make men forget their ancestors but also
clouds their view of their descendants and isolates them from their
contemporaries. Each man is forever thrown back on himself alone, and
there is danger that he may be shut up in the solitude of his own heart.
-Alexis de Tocqueville (1835 Trans. 1969: 508).

Introduction
The elderly, on the whole, are the most challenging yet rewarding age
group to work with in the provision of health care. On the one hand, elderly
individuals from various cultures, traditions, and life experiences can present
very difficult situations in the health care encounter. On the other hand, health
care promotion for the elderly can yield great dividends for the health care
provider. In almost every culture, older adults are revered and cherished for
their wisdom and their wide range of experiences gained from living a long life.
However, diametrically opposed to this perspective are the predominant
realities of mainstream American democratic culture, which exalt youth and
institutionalize the elderly if they become too much of an inconvenience. This is
a foolish mistake and a waste of precious resources. In a sense, the result is the
destruction of the traditions of indigenous and immigrant cultures that could
benefit our nation's young.
Perhaps that is why we are witness to the disintegration of the value
system that at one time was at the core of life in the United States. The very
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thing that many people feel has made this country great, but perhaps to be its
undoing, is rugged individualism. The following instances succinctly articulate
the frustration of those who have seen this disintegration and have pointed to
the unraveling of American values and morals.
A vision of America, even before the Declaration of Independence, was
written by people coming here. It comes from the Mayflower Compact. It was
written aboard the Mayflower, November 11, 1620, and ends
[We] ... do by these Presents, solemnly and mutually, in the Presence of
God and one another, covenant and combine ourselves together into a
civil Body Politick, for our better Ordering and Preservation, and
Furtherance of the Ends aforesaid: And by Virtue hereof do enact,
constitute, and frame, such just and equal Laws, Ordinances, Acts,
Constitutions, and Officers, from time to time, as shall be thought most
meet and convenient for the general Good of the Colony; unto which we
promise all due Submission and Obedience.
This vision is directly out of our American national heritage. As our forefathers began to create a new colony, they spoke of personal submission and
obedience to the commonwealth and common good of the colony (Stuart 1994:
2).

In a book written in 1835, Democracy in America, Alexis de Tocqueville
(Trans. 1969: 508). was the first to contrast the tendencies of an egalitarian
democratic society with those of a hierarchical, aristocratic one in the early
seventeenth century. He saw virtues and defects in both and, in the end
favored combining the advantages of each, rather than preserving a pure form
of either.
An individualistic vision of American culture and the values it holds dear
comes from a book The Pursuit of Loneliness: America at the Breaking Point
written by Philip Slater (1990: xxi):
Once upon a time there was a man who sought escape from the
prattle of his neighbors and went to live alone in a hut he had found in
the forest. At first he was content, but a bitter winter led him to cut down
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the trees around his hut for firewood. The next summer he was hot and
uncomfortable because his hut had no shade, and he complained bitterly
of the harshness of the elements.
He made a little garden and kept some chickens, but rabbits were
attracted by the food in the garden and ate much of it. The man went into
the forest and trapped a fox, which he tamed and taught to catch rabbits.
But the fox ate up the man's chickens as well. The man shot the fox and
cursed the perfidy of the creatures of the wild.
The man always threw his refuse on the floor of his hut and soon it
swarmed with vermin. He then built an ingenious system of hooks and
pulleys so that everything in the hut could be suspended from the ceiling.
But the strain was too much for the flimsy hut and it soon collapsed. The
man grumbled about the inferior construction of the hut and built himself
a new one.
One day he boasted to a relative in his old village about the
peaceful beauty and plentiful game surrounding his forest home. The
relative was impressed and reported back to his neighbors, who began
to use the area for picnics and hunting excursions. The man was upset
by this and cursed the intrusiveness of human beings. He began posting
signs, setting traps and shooting at those who came near his dwelling. In
revenge groups of boys would come at night from time to time to frighten
him and steal things. The man took to sleeping every night in a chair by
the window with a loaded shotgun across his knees. One night he turned
in his sleep and shot off his foot. The villagers were saddened by this
misfortune and thereafter stayed away from his part of the forest. The
man became lonely and cursed the unfriendliness of his former
neighbors. And all these troubles the man saw as coming from outside
himself, for which reason, and because of his technical skills, the
villagers called him, the American.
Unfortunately, the struggle to be self-sufficient and on one's own is seen
as the more valuable and desirable direction by middle-class Americans than
the submission to the common good explained in the Compact. After a
participatory research study of 200 white middle-class people living in
California, Bellah et al. (1985: 282, 285), writing about culture and community in
the United States, explain:
In short, we have never been, and still are not, a collection of private
individuals who, except for a conscious contract to create a minimal
government, have nothing in common. Our lives make sense in a
thousand ways, most of which we are unaware of, because of traditions
that are centuries, if not millennia, old. It is these traditions that help us to

3

know that it does make a difference who we are and how we treat one
another .... What has failed at every level--from the society of nations to
the nation society to the local community to the family--is integration: we
have failed to remember "our community as members of the same body,"
as John Winthrop put it. We have committed what to the republican
founders of our nation was the cardinal sin: we have put our own good,
as individuals, as groups, as a nation, ahead of the common good.
A final quote explains the dilemma of American culture as well as
pointing to a possible direction that individuals in our society should take. E.A.
Herda (1994: 32) explicates:
Americans never escape the issues of individualism and separatism
throughout their lifetime. If their [the individualists'] proposition is correct
there will be the institutionalization of the elderly, the children, the
deformed, the maimed. Bellah et al. think freedom ranks high among
American values, yet they propose that absolute independence is a false
ideal. It delivers not the autonomy it promises but loneliness and
vulnerability instead. Once again they connect a cultural value with
isolation. You can't be an individual. You are only a person in
community.
Thus the individualistic direction of Americans, so succinctly displayed by
the apparent alienation from their federal, state, and local governments along
with their bureaucracies is alive and well. Therein lies the paradox of what we
are willing to do for elderly Americans in the future, particularly in our society,
which is a melting pot for elderly immigrants of many cultures and races. The
elderly cohort of people in America today is growing, but there seems to be a
lack of national desire to increase spending on health care.
In the introduction, I have shown that individualism in the United States,
inherent in any democracy, is causing a significant number of societal
problems. In the statement of the problem, I shall directly confront aging in
America and show the connection between tradition, ethics, and ideology on
the delivery of health care to the elderly.
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Statement of the Problem
This document examines the effect of history, culture, and ethics on the
delivery of health care to the elderly in the United States. America is aging. As
the graying of America occurs, the "Baby Boom" generation, those born
between 1946 and 1964, will use a disproportionate amount of medical care
compared to the rest of the population. By the year 2020 the elderly will make
up one-fifth of the population and use three-fourths of the medical care
(Sommers and Fabian 1981: 4-5). Increasing immigration will result in a
greater and more ethnically and culturally diverse population. By the year
2040, the population of California will double, with the Caucasian segment of
the population becoming a minority, according to McLeod (1993: 1).
Caucasian Americans will make up one-third of the population; African
Americans will make up one-sixth; Hispanic Americans, one-half; and others,
which include Asian Americans, one-sixth.
An Asian Indian dental student, a subject in my field study, recommended
the book Medicine and Culture by Lynn Payer (1988). Asmund Nanda
summarized Lynn Payer's perspective:
She has compared the cultures of the United States, Great Britain,
France and Germany. The Americans are aggressive. That is why there
is more surgery here. Then on the other side the Germans have home
remedies. The French are more philosophic; they have thought about it
and they don't need statistics to prove it. The Brits always watch and
wait and see what happens. They go a little slower.
Health care in the United States is very aggressive. Western medicine,
in general, is also more aggressive than that of Asia, Central and South
America, and much of the rest of the world. American health care providers
need to be aware of the more aggressive treatment disposition before
proceeding to treat those of other cultures that have either immigrated here
recently or have been situated within enclaves of those sharing their same
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value systems. They may be startled byJhe aggressive approach and unwilling
to accept the medical care offered.
Another example of aggressive western medicine clashing with culture
was recently disclosed in a dispute between the San Francisco coroner and a
grieving Buddhist family after the drowning of a University of California,
Berkeley student from Taiwan. At issue was the coroner's planned autopsy.
Adding to the tensions were efforts by the family of the woman to maintain a
constant religious vigil over her at the county morgue, including a midnight visit
by a half-dozen friends and relatives in hopes of reviving the woman or keeping
her spirit at peace. The coroner's curt statement was" We are not a mortuary,
and we aren't set up to do viewings and wakes." ... "The law allows me to do
autopsies as I see fit." Mattier and Ross ( 1995: 1,17) further explain:
The family has had a difficult time following what the government
procedure is. They believe that after the person passes away, the spirit
might come back .... That is why the family is doing everything they can
to revive the girl," including seeking to preserve the body intact without
an autopsy. The family was ready to go to court to prevent the autopsy.
An understanding by health care providers of the increasingly diverse
elderly population, therefore, is important. The central questions are: How can
appropriate health care be provided to the elderly of diverse cultural and
historical, backgrounds and what do health care providers need to understand
about their own culture and tradition in order to provide these elders with that
care in an ethical way?

Background of the Problem
Aging is defined by Markides and Mindel (1987: 12) as the process of
growing old, but defining who the aged are is not as simple. Chronological age
is often, but not always, the indicator of biological aging, social aging, or
psychological aging. Biological aging usually means those physical changes
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that take place in a person from birth to death. Social aging concerns the
changes in social roles as one moves on in chronological age. Finally.
psychological aging is defined as changes that occur in memory, motivation,
learning, and intelligence as people progress through the years. Chronological
age is a rough gauge for these other changes, but a man who has children in
his seventies may be young or middle aged in his role as a parent and be old in
his work role, if he is retired. Of course, the age of 65 was first used in the
United States in 1935 as the beginning of old age when the Social Security Act
was passed. That arbitrary age was borrowed from Germany who used it as a
retirement age.
Ethnicity is defined by Markides and Mindel (1987: 14) as cultural
differences based on national origin, race, or religion. Culture is also identified
(Webster's New World College Dictionary Third Edition 1994: 337) as the ideas,
customs, skills, and arts ot a people or a group, transferred, communicated, or
passed along to succeeding generations. They delimit tradition as the handing
down orally of stories, beliefs, and customs from generation to generation.
Variation also exists within each ethnic group according to Markides and
Mindel (1987: 9). This is shown by the fact that Puerto Ricans, Mexicans, and
Spaniards are all considered Hispanic in the United States. The heterogeneity
of individuals also seems to increase with age. In other words, if a person is
kind as a child or young adult, then that attribute seems to increase with age.
Most information about racial groups within the United States is oversimplified,
which means health care approaches to Mexicans could mistakenly be the
same ones used with Spaniards, who come from an entirely different culture.
The importance of revealing the subtleties and nuances of an individual's
culture and tradition in order to be able to provide them with health care relates
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to Heidegger's (1971: 135) philosophy and ontological hermeneutics as
expressed in On the Way to Language:
Language has been called "the house of Being." It is the keeper of being
present, in that its coming to light remains entrusted to the appropriating
show of Saying. Language is the house of Being because language, as
Saying, is the mode of Appropriation.
Ricoeur (1992a: 27-28) in expressing how language reveals the
uniqueness of the culture and tradition of each person states:
One language may make finer distinctions than another in some
particular area, and this corresponds to the respective features of each
natural language; what is common to all [languages] is individualization,
the operation rather than the result. As a process, individualization may
be broadly characterized as the inverse of classification, which
eliminates the singular under the name of the concept.

Loss of Culture, Tradition and Ethnicity in the United States
Steve Conner (1995: 1) reported the findings of Leanne Hint of the
University of California, Berkeley, who spoke at an Atlanta meeting of the
American Association for the Advancement of Science. She related that most of
the world's 6,000 languages will either be extinct or on the road to extinction by
the end of the next century. This loss is especially acute in California, which has
been called the world's third most linguistically diverse region, after New
Guinea and the Caucasus.
According to Hint fifty of North America's two hundred to two hundred fifty
native languages are in California, and all of them are in trouble. The latest
extinction occurred in January, 1995, with the death of the lone speaker of
Northern Porno, a woman in her eighties. Twenty native American languages
have died in California in this century, because none of them were spoken by
children or used in daily commerce. According to a language researcher at the
University of Alaska, between twenty and fifty percent of the world's languages
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are no longer being learned by children. -The pressures leading to language
extinction stem from encroachment on the territories of indigenous peoples,
from mass migration and from the desire of native speakers to learn the
dominant language of the world, notably English.
Why should we care? The first argument that Hint relates
is that the world without a diversity of language would be a less interesting
place in which to live. The second argument is that the number of different ways
of thinking are reduced. The last argument is that we do not yet realize that
since we live in an ecosystem of human diversity essential to our survival, we
don't have the right to eliminate that diversity and to make that decision for
posterity.
Hint observes that the average language is spoken by 5,000 to 10,000
people. However, the researcher said only those with more than 1 million
speakers have a viable future. He doubts that any new languages will be born.
Latin took 2,000 years to evolve into a dozen or so different European
languages.
Culture and tradition is reflected within language. Martin Heidegger
(1971: 112) was the first hermeneutist to place ontology in language:
The ability to speak is what marks man as man. This mark contains the
design of his being. Man would not be man if it were denied him to
speak unceasingly, from everywhere and every which way, in many
variations, and to speak in terms of an "it is" that most often remains
unspoken. Language, in granting all this to man, is the foundation of
human being. We are, then, within language and with language before
all else.
In an article, Chrisman and Kleinman (1980: 128) explain why scholars
should be concerned with cultural differences in beliefs and practices that relate
to health:
Because ideas about health, illness and healing are so closely tied to the
values and behaviors of peoples lives, knowledge about health customs
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affords significant insight into the nature of ethnicity in the United States.
Folk illnesses and cures are frequently an element in an individual's
maintenance of a particular ethnic identity.
The link between health and ethnic or cultural identity is an important
one. Yet, as noted by Zola (1979: 68), it is only in recent years that scholars
have seriously studied cultural factors in health and illness. He goes on to say
that the "health practices of different ethnic and cultural groups are no longer
described for their exotic aspects but for their therapeutic ones, not for their
distancing functions but for their integrative ones."

Of the 31 million elderly in the general population, states the U.S. Bureau
of the Census (1991 a: 22) approximately one-tenth are ethnic minorities. This
does not, concludes the U.S. Bureau of the Census (1991 b: 31 ), include distinct
white ethnic groups, such as Irish, Italians, or Poles. In 1980, among those 65
and over, approximately 2.5 million, or about one tenth, were non-white. By
1990 this figure climbed to almost 3.4 million, or approximately one- eighth, an
increase of one-fifth. In fact, the minority elderly population has been growing at
a faster rate than the white elderly population. Yet the rate of increase is not
equal for all groups of the ethnic elderly. For example, the proportion of
Asian/Pacific Islander elderly has grown faster than in any other ethnic group.
Similarly, among elderly Asian/Pacific Islanders, there are more men than
women. According to the U.S. Bureau of the Census (1991a: 33), this is in
contrast to the white and other ethnic groups.
Figures from the 1980 and 1990 (1983: 47;1991 b: 37) censuses show
that there was an increase in the number of immigrants in the previous decade.
Most of these were in the number of Hispanic and Asian people. The
Caucasian population has gone from eighty-three percent in 1980 to eighty
percent in 1990. Figures for the other groups were African Americans from
eleven percent to twelve percent, Hispanic Americans from six percent to nine
10

percent, Asian Americans from one and one half percent to three percent, and
Native American from six tenths percent to eight tenths percent.
The democratization process according to Barresi and Stull (1993: 115)
is influenced by the North American social value system. This value system is
based on an approach by the federal government to equalize groups within the
United States. This has led to the tendency to view all elderly people as
homogeneous, thereby doing violence to their culture, heritage, and tradition.
Roosevelt Wright and Charles Mindel, in Barresi and Stull (1993: 250), suggest
that there are three major conceptualizations and measurements of physical
health in social gerontology. First, the physical definition or medical model of
health conceptualizes health as a residual category defined by the absence of
disease. The presence of a disease is determined by the symptoms reported by
the patient and signs detected by observation, examination, and laboratory
tests. Second, the social definition of health or the functional model views
physical health as a state of optimum capacity for the performance of roles and
tasks. According to the psychological model, physical health rating is the
individual's perception or evaluation of his or her overall physical health.
In the previous section, I have presented the diversity of the elderly and
related problems. In the following section, I shall ascertain the importance of
this research.
Significance of the Study
This study, then, is an investigation of the influence of culture or ethnicity
and tradition on an elderly individual's acceptance of medical care and the
effect of the culture, ethnicity, and tradition as well as training of the health care
provider on delivery of medical care. This influence was revealed in recorded
and transcribed conversations with health care providers and culturally diverse
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elderly individuals Jiving in the San Francisco Bay Area. These conversations
revealed, through language, the history and prejudgments of these individuals.
This helped me to come to new understandings about health care assumptions
and practices in the Bay Area.
If the health care provider fails to understand how an intervention fits into
the life of a patient, according to Lock (1990: 49) the potential for repetition of
another illness is increased. This means a return to the explanatory power of
medical science to its roots in the human condition. It isn't to bypass science,
but to use science as a tool to increase understanding, which needs to remain
the primary goal.

Medicinal or surgical intervention alone, is insufficient and

inadequate medicine. These interventions must be pushed by health care
providers to a new level of understanding in order to do good medical work.
Hermeneutic understanding as a way to come to new possibilities has
implications for the educational practices, diagnosis and treatment, and social
and ethical concerns of health care.
Educational practices are extremely important both for the health and
well-being of elderly patients of various cultural backgrounds. Health care
providers need this information in order to best approach the elderly patient of
all cultures. Treating symptoms or signs varies greatly between cultures and
traditions of elderly individuals. The health care provider needs to take a
cautious or indirect approach when dealing with elders of cultures other than
his or her own and benefit from the new understandings that cultural
exploration has revealed.

Educational Ramifications
We need a health care educational system that does more to stress the
heterogeneity of various cultural and ethnic groups, as well as makes health
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care providers aware of their own cultural biases, contests Yoe (1990: 39).
Upon one occasion the author asked the associate professor of the department
of Restorative Dentistry and Dental Health and Hygiene, head of the Geriatric
Program at the University of California, San Francisco Dental School, if he felt
that the curriculum in dental schools in the United States reflected the need for
knowledge of the elderly patient for graduating dentists in the United States. His
response was that training in geriatric dentistry, in particular, was extremely
inadequate. At best, knowledge of the health of elders is sketchy. Little data
are available on health issues, such as differing health beliefs and practices,
patient-provider relationships, use of alternative healers, specific health risks,
variations in dealing with terminal illness and death, or health promotion
strategies.

Summary
In Chapter One, I pointed out America's societal obsession with
individuality, our aggressive health care system, and the probable loss of some
our cultural diversity in the next century. The ethnically and culturally diverse
elderly are especially vulnerable to receiving poor health care, especially when
we are not teaching our health care providers to address the increasing ethnic
and cultural diversity.
In the next part, the literature review, I shall examine the influence of
culture and tradition on the health care of the elderly, the unique characteristics
of specific ethnic groups, and explore culture and health care in the United
States. I shall also examine ethics and health care, hermeneutics and health
care and apply Gadamer's, Heidegger's and Ricoeur's philosophy to health
care.
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CHAPTER TWO
REVIEW OF THE LITERATURE

Being entangled in stories, the action of each person and of that person's
history is entangled not only with the physical course of things but with the
social course of human activity. -Paul Ricoeur (1992b: 107).

Introduction
The functional model of health delimits health in terms of the older adults'
level of functioning. This is best summarized by a World Health Organization
Advisory group (1959: 27) report stating that "health in the elderly is best
measured in terms of functions--degree of fitness rather than extent of
pathology, which may be used as a measure of the amount of services the aged
will require from the community."
The rationale for doing this research was presented in Chapter One,
predominately that the United States has a far more aggressive health care
system than any other country on Earth. This review of the literature includes the
influence of culture and tradition on the health care of the elderly, culture and
health care in the United States, ethics and health care, and hermeneutics and
health care.
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Influence of Culture and Tradition

on Health Care of the Elderly

African American Elderly
It is important to remember, that the present day African American elderly
had 40 years of separate and not always equal"segregated" health services.
Harper, Alexander and Alexander (1990: 216) explain that the separate but
equal wards for African Americans were poorly staffed and inadequately
supplied, regardless of the patient's condition. Outpatient departments and
hospital wards for African Americans were located in the basements of
hospitals, where the temperature often ranged from 90 to 110 degrees
Fahrenheit. This discouraged many African Americans from getting any, much
less preventive, health care.
In an address to the American Association of Retired People, Sullivan,
(1989: 5) explained that in many areas of the United States, an elderly
individual experiences inaccessible health care because of cost, and distance.
For some African Americans, living in rural areas the quality of care has not
changed much from when health care was segregated. There is rationing for
costly procedures, such as renal dialysis and cardiac surgery. These conditions
often translate into distrust of the system. Because there is fear and suspicion,
the underserved populations frequently underutilize even the available public
health services.
According to Williams, Stokoe, and Geay (1964: 47), it is unusual for the
elderly African American to receive early diagnosis of health problems. When
they seek health services, their conditions are usually in an advanced stage.
They often identify sickness as weakness and their complaints are seldom
specific. It is generally only when a condition incapacitates them that they will
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seek help. For many tests there are no laboratory norms for elderly African
Americans, whose physiological process may differ from other subgroups.
The African American elderly are more likely to be sick and disabled and
to perceive themselves as having poor health than the Caucasian American
elderly, state Harper, Alexander and Alexander (1990: 321). They have higher
rates of chronic disease, functional impairment, and indicators of risk, such as
high blood pressure, obesity, increased use of alcohol, and smoking. Between
the ages of 65 and 74, mortality of African Americans is higher than that of
Caucasian Americans. The oldest African Americans have lower mortality rates
but higher rates of poverty and illness than other ethnic groups.
Poverty affects one-third of African American elderly; there is a decline in
longevity for African American elderly males; they are the fastest growing
segment of the African American population; and they have problems in
accessing the health care system. Some long-term care facilities give
preference to private pay applicants and deny admission to Medicaid-reliant,
African American applicants according to Harper, Alexander, and Alexander
(1990: 332). The U.S. Department of Health and Human Services (1985: 47)
shows that African Americans have a relatively high rate of multiple chronic
diseases. Most live in urban areas. Many are unretired-retired; that is, they
work after retirement. African American elderly women are frequently heads of
household with children under the age of 18. More than half are in poor health.
African Americans frequently use emergency rooms, because they do not have
regular personal physicians.
Morrison (1982: 37) elucidates that, although African American older
women are more likely to be without a spouse, they are more likely to have had
children, who are available to assist with health-related or other needs. These
children, as well as the extended family, allow the elderly to rely on informal
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home care. Extendedness also implies reciprocity, and it is likely that older
African Americans are a help to their families, as the families are to them. The
prevalence of extended family patterns should not be overstated. Current
knowledge indicates that extended multigenerational patterns vary according to
a number of other sociodemographic standards, including ethnicity (a more
prevalent amount of Hispanic Americans than African Americans); geography
(more prevalent in small rural towns and core inner cities); social economic
status (more prevalent among new arrivals); and sex of the aged parent (more
prevalent where the older person is female). Almost two-fifths of aged African
American women did not live in familial households in 1983. This represents
an increasing trend toward social intimacy at a distance, in which many aged
persons prefer to live near, rather than with, their children.
To compound some of the access problems of difficulty with access,
Jordon (1990: 121) states, that an adjunct health care system is at work,
especially in the United States, in the form of wise old ladies who give out
remedies, spiritualists that are aligned with Christianity, and voodoo priests or
priestesses. These parallel in authority the Archbishop of Canterbury in
England and the pope in Italy, to some African Americans. They cast spells,
read bones, and create zombies (hypnotize people). In order to gain the trust of
some African Americans, especially those originally from the Caribbean, a
health care provider must acknowledge these mystical leaders and try to work
with them.
While much of the African cultural background was destroyed during
slavery, a certain number of Africanisms are thought to have survived. Wylie
(1971: 67) had this to say about the influence of the African background on old
age in the African American community:
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Among Africans, in addition to the sense of continuity of life and death, is
the regard of old age as a sign of dignity, something to be respected.
Moreover the African. oral-historical tradition continues to this day both in
Africa and the United states, and apparently in all areas where Africans
or descendants of Africans are found. One consequence of this tradition
is the reinforcing of the importance of the elders, particularly those
trained to remember in minutest detail, the history of the family or group
of families.
It is clear that African American elders are less likely to use preventive
measures than those of other races. Harper, Alexander and Alexander (1990:
195) construe that their family support system is of greater importance to the
elders, since there are far fewer African Americans living in long-term care
facilities than other ethnic groups, and folk medicine is preferred by some
African Americans.
Asian American Elderly
The Asian American elderly are somewhat disadvantaged, primarily
because of language and cultural barriers. Many of these individuals come to
the United States and live in enclaves where they do not need to learn English,
which is a disadvantage, since they come from cultures with health care
systems very unlike that in the United States.
Liu (1985: 36) reveals that language barriers seem the single greatest
impediment for the Asian American immigrant elderly in obtaining medical care.
Translators often paraphrase what they hear and provide an inaccurate version
in the process. Patient fears of lack of confidentiality or non-neutrality from the
translator also limit the validity of the translations. Thus, there is a need for a
greater number of bilingual health care providers or trained translators.
According to Liu (1985: 38), by the end of this century, the Asian
population in this nation will number ten million. The largest subgroup will be
Filipino, followed by Chinese, Vietnamese, Korean, Asian, Indian, Japanese,
and others.

18

Treatment approaches to Asian minorities require an understanding of
the unique cultural histories of each particular Asian group, report Burgoyne et
al. (1976: 1313). Special course work is not usually provided in professional
schools, and health care professionals often do not focus on minority
individuals and their needs.
Racial stereotypes by non-Asian caregivers, according to Liu (1985: 36),
often lead to erroneous interpretations of the meaning of behaviors and to
missed diagnoses. For example, passivity is not really an Asian trait, although
the appearance of passivity in deference to authority may be. Learning about
the traditional cultural values, unique adaptive histories of ethnic groups, norms
of expected behavior, and the prevalence of Confucian or Buddhist attitudes
which expect self-sacrifice and stoic acceptance of one's condition, is essential
before treating these immigrant Asian populations.
There are a number of general values among the immigrant Asian
population, postulate Endo, Sue, and Wagner (1980: 45). There is a heavier
reliance on the group, especially the family, in comparison to the American
model of individualism. The wishes of the family may have higher priority
among Asians than among Americans. Family roles, especially in terms of
male-female and sibling relationships, may be much more formalized in Asian
cultures. There is a hierarchy of roles based on male dominance. Problems
may arise when dealing with the Asian elderly, especially with older men, who
are used to playing a major role based on their dominant positions.
Family obligation is also a strong value. Dating, marriage, and the care
of the aged may be under firmer family influence than in non-Asian families.
Endo, Sue, and Wagner (1980: 46) explicate that feelings of shame and guilt
may be engendered, if such obligations are ignored. There can be a high
degree of ambivalence concerning family care among Asians in the United
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States, since there may be a clash between Asian norms and the more relaxed
American norms toward family obligations.
According to Endo, Sue, and Wagner (1980: 46), there is a sense of
fatalism in Asian communities, which emphasizes that there are many events
beyond one's capacity. This fate orientation reinforces a belief that one is
basically powerless and weak, and that there are stronger forces that shape
events.
Many Asians come from hierarchical structures, explain Endo, Sue, and
Wagner (1980: 49) so that they respect rank, status, and power. This fate is
often accompanied by a submissive attitude and a grudging acceptance of
authority. Therefore, it is especially important to acknowledge different cultural
styles and to be sensitive to the power that is relegated to those in charge.
Approaches by health care providers to a client are important, explains
Liu (1984: 48), in the acceptance of any health care program with the elderly
Asian patient. Health care providers should be very patient and should
establish a rapport with a client, because any hostility or disapproval of Asian
traditional medicine or religion by that provider could subvert treatment.
In describing traditional medical care, Barbara Cohen (1990: 96-97) first
speaks to the ancient remedies absorbed by the Vietnamese from the Chinese
tradition:
The underlying concept of Chinese medicine is that health is attained by
balancing sets of opposing natural elements. One set is yin (male
principle) and yang (female principle). In Vietnamese, these elements
are am and duong--am being the male and duong the female principle.
The male force yin is associated with foods characterized by their sour
taste, beans, the seasons of winter and autumn, the hours between noon
and midnight, cold and coolness, and internal organs such as the liver,
heart and spleen. Illness is classified as too much or too little of yin or
yang. If too much yin is thought to be the cause of the symptom (as in
stomach upset), the patient might be advised to consume foods
characterized by yang, such as sweets, pineapple, mango and
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tangerines. Hot and cold represent another set of elements which must
be in balanced for good health.
The Asian belief system, posits Sakauye (1990: 335):
For immigrants who hold an alternate belief system for the meaning or
cause of a symptom, it is necessary to verbally acknowledge one's
understanding of a culturally based alternative and take a supportive and
educative approach to interpret and show the value of differing vantage
points.
One of the more common practices, state Endo, Sue and Wagner (1980:
92) that may lead to misunderstanding and a high degree of frustration among
health care workers is that of indirect communication. It stands in contrast to the
American attitude of more self-revelation. Frustration may come about when
communication becomes long and drawn out, and inferences (often incorrect),
nuances, and other cues have to be used to try to understand the situation.
Clients may present problems and important issues in an oblique manner, so
the health care provider may need time and patience.
The American health assessments, indicate Markides and Mindel (1987:
91-92), for a variety of ethnic and racial groups, consistently portray the
Japanese American elderly as exceptionally healthy and vigorously more active
than their other elderly counterparts, including the Caucasian American. Health
care providers should be very understanding when approaching the Asian
elderly. They need to be indirect and cautious in their approach and to promote
trust in the American health care system.
Caucasian American Elderly
The Caucasian elderly are not usually considered as culturally different
from the other Caucasians in the United States and could easily be overlooked
as a group. There are, though, cultural differences that need to be understood
by health care providers.
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A survey, report Barresi and Stull_ (1993: 11 }, conducted by the U.S.
Bureau of the Census in 1982 of over 200,000 persons, indicated that two-thirds
of the sample reported at least one ancestry. One-tenth did not report any
ancestry and one-twentieth identified themselves as "American" or from the
"United States." Clearly, many of us identify with an ethnic ancestry of one sort
or another. While respondents could name more than one ancestry, more than
half limited their selection to on1y one. According to the U.S. Bureau of the
Census (1982: 87), the most frequently reported of these were German, African
American, English, Irish, Spanish, Italian, and Mexican, in that order. Other
frequently reported ancestry groups, including both single and multiple choices,
were Scottish, French, Native American, Polish, and Dutch.
To look at white and non-white means that many white ethnics (Jews,
Slavs, Italians, Irish, Poles, and the like) would be compared to African
Americans, Hispanics, Asians, and Native Americans combined. These
comparisons are inadequate, incorrect, and often detrimental to the groups
being compared. They also prevent us from understanding the special cultural
experiences and needs of these groups.
While Caucasian elderly seem less sensitive to the aggressive nature of
American health care, they are sometimes confronted by long-term care
institutions of which they have no first hand knowledge.
Many of today's European-origin ethnic elderly are first-generation
immigrants who came to the United States in recent years explain Kleinman
(1988: 27). They came from cultural backgrounds where the nursing home was
an alien institution. Increasingly, they are finding themselves having to spend
their last years in these places. While some ethnic communities provide
considerable support to the elderly, institutionalization is often inevitable,
particularly for the elderly without children. Even those with children often find
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themselves in care facilities because their children are unavailable for extended
caregiving. Alternatives to institutional care are, of course, desirable and
routinely sought by European ethnic communities and families. The differences
within the Caucasian subgroup are often overlooked by health care providers.
It is important for those providers to examine their own beliefs before attempting
to treat immigrant Caucasian Americans.

Hispanic Elderly
The Hispanic Americans pose some definite contrasts to mainstream
Anglo Americans. These are very different than one might expect and their
meaning in the health care setting will be discussed in the following section.
A number of unifying cultural themes or patterns underlie the beliefs and
values of most Hispanic Americans, explain Harper, Alexander and Alexander
(1990: 385). These themes distinguish Hispanics from the dominant Anglo
American cultural tradition. The first of these are "familismo" or family relations.
Most Mexicans, Cubans, Puerto Ricans, and other Hispanics place a great deal
of value on their family relations. Parents attempt to instill a sense of family
pride and obligation early in a child's life and these values are nurtured
throughout. Most Hispanics are socialized to believe that the needs or welfare
of the family as a whole or of other individual family members, particularly the
very young or very old, should take precedence over individual needs. Thus,
children are instructed and older adults are reassured, that during good times or
bad, the family comes first.
''Jerarquismo," describe Szanpocznik et al. (1978: 962), has to do with
the way individuals deal with each other in terms of the relative positions they
occupy within the vertical or hierarchical social structures. This pattern
contrasts with that of individualism, or with egalitarianism, where persons relate
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to each other as autonomous individuals functioning independent of vertical or
horizontal structural contexts. Thus, the family hierarchy emphasizes
gerontocracy, or the authority of older persons over younger, with the most
respect and influence over resources given to the oldest and least to the
youngest members. Similarly, this pattern assigns greater value to machismo
(masculinity}, with an emphasis on male authority, respect, and control over
resources in the family.
"Personalismo," values interpersonal relations and social interaction
where individuals deal with each other as caring, complete persons, rather than
as impersonal players of segmented roles, according to Costa-Robles Newton
(1980: 209). The emphasis is on those inner qualities that constitute the
uniqueness and fundamental self-worth of each person, regardless of social,
economic, or political status. Rather than trusting or respecting a person
primarily on the basis of past achievements or future possibilities, as in the
Anglo American tradition, Hispanic American "personalismo" emphasizes the
building of trust, respect, pride, and dignity, even in the delivery of health care,
through symbolic interaction over a period of time.
"Espiritismo," according to Delgado (1980: 285) is defined as the belief
system that the world is inhabited by both good and evil spiritual beings. These
can affect humans, particularly their health and well-being in both positive and
negative ways and are an integral component of Hispanic tradition. This belief
system finds expression in both folk medicine and religion-based healing and
varies from one group to the next.
Families remain the most important system of support for their older
members, indicate Markides and Martin (1983: 231 ). Yet even the earliest
studies of familial support for older Hispanics found that they received less
formal aid from their families than expected by church and government support
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systems. Findings suggest that extended family relations are stronger among
rural Hispanics in New Mexico and Texas, which implies that urbanization
negatively affects the close-knit links between older persons and their families.
Urbanization related to family support is connected to the rural family's
need for farm workers as an underlying motivational force. This is found in other
cultures besides Hispanic ..
Hispanics are one of the two fastest growing minorities in the United
States, reports LaCayo (1980: 371). According to LaCayo (1980: 92) the
Hispanic elderly are more likely to suffer from some chronic illness or disability
and spend more days per year in bed because of illness, with four-fifths
reporting at least one chronic ailment and nearly half reporting some limitation
in performing day-to-day activities. While most wellness indicators of elderly
Hispanics appear poor or poorer than those of other races and ethnicities in the
same age segment, they are generally less likely to visit doctors, dentists or to
be hospitalized.
Hispanic elderly patients have such cultural differences that they may be
the most difficult ethnic group to treat for health problems, reports Gonzalez
(1976:142). Much has been written on the use by Hispanics of informal health
care systems, such as folk healers. Hispanics rely on informal family systems to
a greater extent than non-Hispanics, even when taking into account
socioeconomic factors. Hispanics as a group are not oriented toward
preventive health care. They view aches and pains as part of the natural aging
process and are therefore less likely to seek medical care for what they
perceive as a normal process. This concept is supported by data that show that
elderly Hispanics use hospitals as their major source of health care. Health
care workers should be made aware of cultural, language, socioeconomic, and
educational differences, which can modify the Hispanic's experience in the
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health care system. Health care provide[S should work with families and close
friends in the Hispanic informal care networks.
Native American Elderly
While Hispanic Americans are a disparate group of individuals from
various cultures, Native Americans are even more diverse and scattered
throughout the United States. The treatment of these elderly can be even more
challenging.
Health care services for Native Americans (American Indian and Alaska
Natives) is provided by the Indian Health Service. It is one of the seven
agencies of the U.S. Department of Health and Human Service (Indian Health
Service 1989: 49). In 1977 the Indian Self-Determination and Education
Assistance Act was passed and has resulted in about 25 percent of the Indian
Health Service being run by various tribes. A full one-third of all Native
Americans are not covered under the Indian Health Service because of various
reasons. The most common reason is that some tribes never established a
government-to-government relationship with the United States and therefore do
not generally participate in most Native American Programs. Another reason for
them not participating is that the United States refuses to recognize many
groups as tribes. Without that status there are no benefits. Geriatric concerns
have been minimal in years past because Native Americans did not live long
enough to have the problems of old age. Approximately one-half of Native
Americans are under the age of 22 years, compared to 30 years for the general
population.
The approaches by health care providers, suggests Rhoades et al.
(1975: 623), are important for elderly Native Americans to accept any health
care program. Health care providers should be very patient and establish a
rapport with a client, because any hostility or disapproval of Native American
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traditional medicine or religion by that provider will hinder care. Very light
touching in a handshake and very little eye contact is especially important in the
care of elderly females.
An interesting comparison of Native American medicine, according to
Garrett (1990: 142), with modern medicine is characterized as follows. Native
American medicine is behavior oriented as opposed to the symptom or
complaint orientation of modern medicine. Modern medicine is organ specific,
whereas Native American medicine is more holistic. (Native American medicine
considers imbalance, as compared to the thinking that illness is caused by
something. "Modern medicine" gives technical diagnoses whereas Native
American medicine give visionary diagnoses. Native American medicine is
wellness oriented and "modern medicine" is illness oriented.
Medical specialties such as singers, spiritual shaman and herbalists are
used in traditional Native American medicine, relates Markidies (1986: 211). In
many ways, mainstream contemporary medical approaches are returning to a
wellness-oriented model for health care, using a variety of health and lay
professionals with a perspective toward a wellness mode of lifestyle. It is better
for the client, more practical and cost effective.
Major acute illnesses among the Native American community are on the
decline, and chronic illnesses are on the rise, says Markides (1986: 223).
Native American elder adults need assistance in dealing with long term care,
respite care, and community-based care. Programs such as Meals on Wheels,
as well as assistance with activities of daily living (ADLs) and instrumental
activities of daily living (IADLs) are now beginning on Native American
reservations. If a continuum of care and accountability for care can be
maintained, home care is preferable to that of the nursing home. Native
American elders are reluctant to enter nursing homes. While youth is idolized
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by the majority of American people, NatiV-e American elders are regarded as an
important resource tor their tribal groups. It is important to these elders that the
tradition continues.
In describing elderly in two Oklahoma Native American communities.
Markides and Mindel (1987: 111) illustrate some crosscurrents. They state that
"it is the family which provides the framework in which the elderly [Native
American] occupies roles which constitute the most important area of power and
prestige for old people." Part of the power, they point out, is economic,
"attained through land holdings and lease moneys." However, they also
declare that "increased mobility and migration have resulted in a weakening of
kinship and friendship ties in Indian communities." Ties to the land and their
people are strong. The sources state:
Some return after middle age to live their remaining years in the Indian
community. Some return for the purpose of taking care of older relatives
or living near them .... Old people are not reluctant to be dependent on
others when it becomes necessary, but at the same time their right to
make their own decisions is recognized and respected by others.
Because many of the Indian health care services are being privatized, it
is important once again that health care providers see the vast differences in
health care between "modern medicine's" approach and that of the Native
American system for an acceptable combination of the two.
The next section will deal with the aggressive nature of medicine in the
United States, and how it evolved.
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Culture and Health Care_ In the United States
Why do something, when comforting and caring are needed when there is no
clearly beneficial technology? ... More research [is needed in America] into
values and value systems, into concepts of health, disease, suffering, and death
in diverse cultures. KL. White (1988:12)

Virtual eradication of infectious diseases that affect mostly infants and
children has occurred, states Hickey (1980: 170). The predominant forms of
illness in industrial societies today are chronic and are increasingly
concentrated in people in late middle age and old age. Recent improvements
in health care have pushed the age of initial affliction by chronic disease higher,
and future medical developments are expected to push that age even higher.
Lynn Payer (1988: 18) gives an overview of health care as it is delivered
in the United States compared to other European countries. American health
care is aggressive. It also views the body as a machine to be fixed, rather than
something that has a cultural and historical background or something that has
the possibility of healing itself. Even the language Americans use about our
bodies is strategic and mechanical. Americans feel run down. (By what?) So,
we work out. (Some fun!) Or we work at our game of golf or tennis. (More fun!)
We do this so that we won't have a heart attack. (Our heart attacks us?)
From the process of birth, which is more likely to be by cesarean, to death
in the hospital, and from invasive examination to prophylactic surgery, American
physicians want to do something, preferably as much as possible. Payer (1988:
124-125) relates that American physicians perform more diagnostic tests than
physicians in France, Germany, and England. They often bypass drug
treatment and do surgery, but if they do use drugs they are likely to use higher
doses and more aggressive drugs. The dosages in psychiatry are particularly
high, sometimes as much as ten times the dosages used elsewhere.
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Surgery, besides being performed_more often, is likely to be more
aggressive when it is performed. An American woman has two to three times
the chance of having a hysterectomy as her counterpart in England, France, or
Germany. Over 60 percent of hysterectomies in the United States are
performed in women under 44. Even when American medicine leans toward
gentle therapies, it does so by using aggressive language. The word
aggressive is used so often regarding the screening, diagnosis, and treatment
of diseases that it seems to confer a particular psychological satisfaction. When
American blood pressure experts announced in 1984 what was essentially a
policy of retrenchment, reversing an earlier recommendation for aggressive
drug therapies for even mild hypertension, they urged that non-drug therapies
such as diet, exercise, and behavior modification be pursued, aggressively.
The aggressive approach that has characterized American medicine was
evident even before the American revolution. Lynn Payer (1988: 127) explains
that Dr. Benjamin Rush, one of the signers of the Declaration of Independence
and a physician whose influence on American medicine lasted for decades,
believed that one of the hindrances to the development of medicine was an
"undue reliance upon the powers of nature in curing disease," a thesis he
blamed on Hypocrites.
In France, Payer (1988: 130) relates, a French physician said American
physicians use ineffective medicines in an ineffective manner. He claimed that
American physicians, also use effective medicines in an ineffective manner. As
a result, he said, therapeutic accidents are more frequent because the drugs
are stronger. In a research study, Couch (1981: 637) shows that surgical
errors in a Boston hospital over a one-year period, were due to errors of
commission, not of omission, in two-thirds of the cases. Some of the errors
were due to misplaced optimism: for example, an overestimation of surgical skill
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with an underestimation of the patient's tr.agility. Other errors were due to
unwarranted urgency: extensive surgery in seriously ill cancer patients that
could not possibly cure the patient and, in tact, shortened an already limited
lifetime.
According to Payer (1988: 137), "Americans not only want to do
something, they want to do it fast, and if they can not, they often become
frustrated. Americans are not very good at handling chronic situations. "Chronic
diseases like chronic bronchitis and chronic rheumatism are not treated well in
the United States," said a Dutch professor of rheumatology. "Only diseases
causing death and infections are considered important in the United States.
Not only do we in the United States become impatient and over institutionalize
our elderly citizens, but common chronic illnesses of the elderly are not treated
well at all in the U.S."
The aggressive nature of American medicine with its lack of focus on
chronic ailments so common in the elderly does not address the real health
needs of the elderly. The following segment relates ethics to the provision of
health care.

Ethics and Health Care
What is ethics? Ricoeur (1992a: 169) says there are four subsets
corresponding to four ways of answering the question: 1. Who is speaking?,
2. Who is acting? 3. Who is telling his or her story? 4. Who is the moral subject
of imputation (being held responsible)? He then goes on to ask, what is there to
say about the distinction proposed between ethics and morality?
Ricoeur ( 1992a: 170) wants to distinguish between what is considered to
be good and what imposes itself as obligatory. He describes ethics as the aim
of life. Morality is used for the clear presentation of this aim (ethic) in norms
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characterized both by the claim to universality and by an effect of constraint. His
working hypothesis is that morality is held to constitute only a limited, although
legitimate and even indispensable, actualization of the ethical aim, and ethics in
this sense would then encompass morality. Ethics is the study of right and
wrong and also a branch of philosophy dealing with right and wrong. Morality
would be the quality of an action, in turn, of good and evil or the rightness and
wrongness of an action.
From a hermeneutic (interpretive) perspective, we are always speaking
about the history of an individual and what his or her story brings to the
interaction with another individual. Separating morals and ethics makes them
easier to understand; we all have an ethic, there is an ethical foundation, and
who is capable of dictating kinds of interpretation. I would use the phrase "the
force of a better argument," that is, whoever is able to come out with that
position of power is the one who will provide the major interpretation or the
morality that will prevail at that time. It is really important to understand what
does change, even though the ethic itself never does, because it is surrounded
by the process of morality.
We should think of ethical intention as the aim of the good or just life, and
morality as the limited, although legitimate and even indispensable,
actualization of the ethical aim. Ethics encompasses morality. Ricoeur seeks to
establish the primacy of ethics over morals, the necessity for the goal of ethics to
pass through the screen of norms (moral rules), and the recourse of such norms
to the ethical goal.
Ricoeur (1992a: 172) then says that if self esteem has drawn its initial
meaning from the reflexive movement through which the evaluation of certain
actions judged to be good are carried back to the author of these actions, this
meaning remains abstract as long as it lacks the dialogic structure, which is
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introduced by the reference to others. This dialogic structure, in its turn, remains
incomplete outside of its reference to just institutions. The ethical aim will
correspond what we shall hence-forth call self-esteem, and to the deontological
(Kant) moment (self-evident or inherent), self respect.
Ricoeur (1992a: 176) talks about standards of excellence, that is, rules of
comparison applied to different accomplishments in relation to ideals of
perfection. Practices are cooperative activities. Since constitutive rules are
established socially, standards of excellence that correspond to them originate
much further back than the solitary practitioner. One is immeshed in bringing,
one's family values, one's country, and culture rather than where one is at this
moment. Competition between practitioners and controversy over standards of
excellence would not occur if practitioners did not share a common culture.
Ricoeur (1992a: 179) relates that the key is the term interpretation, the
idea of understanding, the idea of recognizing the need to accept, to be open, to
be able to recognize that others have a view that may be comparable to yours,
in that you both have a view that may have merit. We can have equally
opposing but valid positions that come to, an aporia, or a problem with no
seeming solution. We work, either through it , or against it, bringing our
historicity. So interpretation, Ricoeur says, is unending work through action and
to oneself. Justice is how to distribute the various resources available to all of
us in a way that will be acceptable, that again is based on ethics. Morality may
be how it is actually done, but again it is the distribution and the sharing of the
resources that are there. There is a fundamental ethic, and morality is the way
it is intercepted and generally applied, based on a position.
Ricoeur ( 1992a: 180) defined the ethical perspective as aiming at the
good life with and for others in just institutions [author's emphasis]. (Ricoeur
(1992a: 183) states that beside the concept of solicitude or concern for the
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other.) Here he quotes Heidegger who is careful to add to the positing of

mineness. It is not something added to self-esteem from the outside, but is an
internal, dialogical dimension "such that self-esteem and solicitude cannot be
experienced or reflected upon one without the other." The self, he says, is in
each case, mine. Upon what are we to base this "in each case" if not upon the
unexpressed references to others? In order to be the "friend of oneself," in
accordance with Aristotelian (Ricoeur 1992a: 330) philautia (friendship), one
must already have entered into a relation of friendship with others. as though
friendship for oneself were a self-affection rigorously correlative to the affection
by and for the other as friend. In this sense, friendship forms the bed of justice,
as the virtue " for other," following another. The passage from ethics to morality,
from the optative (expressing desire) mode of living well to the imperative mode
of obligation occurred. Under the protection of the Golden Rule, one gives full
credit by assigning to it the merit of interposing the commandment at the very
intersection of the asymmetrical relation between doing and undergoing (the
good you would want to be done to you, the evil you would hate to be done to
you). Aristotle's philautia in Ricoeur's (1 992a: 183) secondary thesis is that
regardless of the place of philautia in the beginning of friendship, the latter
presents itself from the outset as a mutual relationship. Reciprocity is part of its
most basic definition and so encompasses the disputed question of the primacy
of philautia. The latter will never be anything but an aspect belonging to the
genesis of sense, rather than to the chronology of the feelings of reciprocity.
This reciprocity, as we shall see, extends all the way to the commonalty of
"living together", in sum, all the way to intimacy. Self esteem is not founded on
accomplishment, but on capacity; the ability to judge (to esteem) is based on the
ability to act (le pouvoir-faire). Friendship is a very, very powerful and extended
concept and it moves on to the ability of individuals to recognize what justice is
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and how, based on ethics, to distribute the various resources available to all of
us in a way that will be acceptable.
According to Reagan (1993: 13) the Aristotelian idea of friendship plays a
mediating role between the goal of the good life found in self-esteem. a solitary
virtue, and justice, which is a political virtue.

Friendship introduces the notion

of "mutuality." "Friendship, states Ricoeur (1992a: 184), however, is not justice,
to the extent that the latter governs institutions and the former interpersonaJ
relations."
Ricoeur (1992a: 190) sees suffering, which includes the inability to act
on a spectrum ranging from the injunction (thou shalt not ... ) to the opposite
end, where sympathy for the suffering other comes from the self. Friendship lies
in the middle of this spectrum, where the self and the other share an equality
and a common wish to live together. The mutuality of friendship means that the
roles are reversible, while the persons who play these roles are not
substitutable. Ricoeur (1992a: 193) states:
the agents and patients of an action are caught up in relationships of
exchange, which, like language, join together the reversibility of roles
and nonsubstitutablity of person. Solicitude adds the dimension of value,
whereby each person is irreplaceable in our affection and our esteem.
The ideas of irreplaceability and insubstitutability, Ricoeur (1992a: 194)
continues, lead to the notion of similitude [author's emphasis] as the result of
the exchange between self-esteem and solicitude for the other. This means that
I understand the other as a self, an agent and author of his actions, who has
reasons for his actions, who can rank his preferences. Fundamentally
equivalent are the esteem of the other as oneself [authors emphasis] and the
esteem of one's self as an other [author's emphasis].
Ricoeur ( 1992a: 194) then extends the ethical goal of the good life from
interpersonal relations to institutions, and he extends the virtue of solicitude for
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the other to the virtue of justice. By institution, Ricoeur means those structures
of living together found in historical communities and extended beyond simple
interpersonal relations, but which are brought about with the latter through their
function of the distribution of roles, responsibilities, privileges, goods, and
rewards. Ricoeur asks if justice is found on the level of ethics and teleology
(evaluation of conduct, as in utilitarianism, in relation to the end or ends it
serves) or only on the deontological (some values are self-evident; the "golden
rule") level of morals. Ricoeur's own answer is that justice has two sides: the
side of the good, which is an extension of interpersonal relations, and the legal
side where it implies a judicial system of coherent laws. He is concerned in this
study with the first sense or side, of justice. Ricoeur (1992a: 200) goes on to say
"an institution considered as a rule of distribution exists only to the extent that
individuals take part in it." He then suggests that distributive justice is not a
matter of mere arithmetical equality among individuals, but a proportional
equality that relates merit to each individual. In conclusion, Ricoeur says that
justice adds equality to solicitude, and its range is all humanity, rather than
interpersonal relations. This is why he adds "in just institutions" to our ethical
pursuit of the "good life" lived "with and for others. II
Ricoeur (1992a: 218) says, concerning morality, that 1) the evil, taken
back to the origins of the maxims, should be thought of in terms of a real
opposition; 2) that in radicalizing (revolutionizing) evil, Kant radicalized the idea
of free will. Ricoeur concludes, "Because there is evil, the aim of the 'good life'
has to be submitted to the test of moral obligation. II
Political violence can take many forms, from constraint, to torture, to even
murder. In torture, it is the self-respect of the victim that is broken. Ricoeur
(1992a: 225) says, that all of these figures of evil are answered by the "no" of
morality. This is why so many moral norms are expressed in the negative,
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"Thou shalt not .... " The Golden Rule, he says, is in an intermediary role
between solicitude and Kant's second formulation of the categorical imperative
in terms of respect for persons. He asks, "What, indeed, is it to treat humanity in
my person and in the person of others as a means, [authors emphasis] if not to
exert upon [authors emphasis] the will of others that power which, full of
restraint in the case of influence, is unleashed in all forms that violence takes,
culminating in torture."
Ricoeur now takes justice, in the sense of distributive justice, as the key
intersection between the goal of ethics and the deontological point of view. But
the very term "justice" is ambiguous. One sense emphasizes separation, in the
sense of what belongs to me does not belong to you. Justice is to determine
what should belong to whom. Another sense, however, puts the emphasis on
cooperation and the community of interests. Related to these two senses of
justice is the ambiguity between two senses of equal, as in arithmetic, where all
parts are exactly the same, and as proportional, where the parts are to be
distributed are proportional to some other measure, such as merit, social
standing, or power. Ricoeur (1992a: 239) concludes by indicating that the
foundation of deontology in other words is found in "the desire to live well with

and tor others" [author's emphasis].
Morality may be how it is actually accomplished, but the distribution and
the sharing of the resources that are there, are related to power. The end
product of this entire experience is to recognize clearly, there is a fundamental
ethic and morality and they generally are applied based on a position.
In an conversation with Bill Moyers (1990: 120), Joanne Ciulla expressed
what should be our concern with ethics in education. She explains:
You need to entertain different alternatives. I guess the first thing is to be
committed to the ethical principle itself and decide it's important. We want
our students to be good business people. In teaching ethics we want
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them to not only be technically good, creative entrepreneurs--people who
can run companies and make profits and employ people--but we want
them to be morally good people. A really good business person is not
just technically good, he or she is also morally good. He doesn't harm
people, he's concerned about his employees. he may be concerned
about the society he lives in.
This gives somewhat similar view of what moral and ethics are. To Ms.
Ciulla. ethics seem to, like Ricoeur. be the aim; but she uses moral as an
adjective rather than a standard when speaking of people.
According to Ricoeur (1992a: 330)
Acting and suffering then seem to be distributed between two different
protagonists the agent and the patient, the latter appearing as the
potential victim of the former. But because of the reversibility of the roles,
each agent is the patient of the other. Inasmuch as one is affected by the
power over one exerted by the other, the agent is invested with the
responsibility of an action that is placed from the very outset under the
rule of reciprocity , which the rule of justice will transform into a rule of
equality.... To find oneself called upon the voice addressed to it in the
second person. To find oneself called upon in the second person at the
very core of the optative of living well, then of the prohibition to kill, then
of the search for the choice appropriate to the situation, is to recognize
oneself as being enjoined to live well with and for others in just
institutions and to esteem oneself as the bearer of this wish. (1992:
332,352)

Hermeneutics and Health Care
Frederick Schleirmacher ( 1768-1834) is generally considered one of the
earliest modern methodological hermeneutic scholars. He was the first to use
methodical hermeneutics to interpret biblical scripture. However, prior to
Schleirmacher. there are hints of hermeneutic thinking in medicine. As Carol A.
Bowman (1992: 270-271) states:
Sir William Butts, physician to Henry VIII (1491-1597) first used the
caduceus "a herald's wand" or "staff" as a medical symbol in his heraldic
crest. Hermes in Greek mythology was brother of the god of medicine,
Apollo. He is represented possessing this "herald's wand" and that
renders him invisible to others. Hermes is the messenger god, his
announcing/pronouncing function is central to the task of medicine, and
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is associated with three primary events which occur in the clinical
encounter: saying, explaining and translating.
This is important in relating hermeneutics to the traditions in medicine. It
serves as a connection between interpretation and medical discourse, which I
will present later in greater detail in the discussion of the hermeneutic theories
of Heidegger, Gadamer and Ricoeur.
Gadamer's Philosophy Applied to Health Care
According to Bowman (1992: 271), Hans-Georg Gadamer thinks in
questions, or, rather, believes that thinking is questioning. Method is not
necessarily the way to the truth, and he, in fact, believes that method wrongly
becomes the criterion of truth. He does not quibble with the fact that natural
science can know things as they are, but adds that our investigations under the
cloak of scientific methodology are still subject to human calculation and
authority. Bowman (1992: 273) assesses that Gadamer approaches
understanding by way of questioning openly, which means one must first admit
that one does not know. Palmer (1969: 163) relates that Gadamer's
philosophical hermeneutics presumes to account for understanding as the
ontological process in man.
Gadamer (1976: 95) asserts that the task of hermeneutics is to "bridge
the historical and personal distance between minds." Gadamer's (1994: 258)
hermeneutics calls for a reconstruction of this historical distance between
subject and object, and he terms this "the fusion of horizons." The central,
guiding proposition for understanding is found in Gadamer's hermeneutical rule
that "we must understand the whole in terms of the detail and the detail in terms
of the whole." This is the notion of the hermeneutical circle of understanding.
Again, here is the characteristic circular movement of hermeneutics, illustrated
in the image of Hermes moving in three directions. Gadamer (1994: 358) would
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insist that meaning is always disclosed from the context to the whole.
Understanding is always in process, in constant movement from the whole to
the parts and from the parts to the whole. Temporally, we are always in the
process of understanding. It is necessary "to understand understanding," not so
much as an action of one's subjectivity, but as the placing of oneself within a
process of tradition, in which the past and present are constantly fused.
The health care provider moves toward understanding as she or he
begins to understand the traditions that surround personal lives. professions,
and culture. Notions of disease and health can be expanded. The current
emphasis in health care on technology leads to curing, not healing. If Gadamer
(1994: 325) is right, that "we cannot have experience without asking questions,"
health care dialogue should be entered into as a dialectic rather than from a
cause-effect standpoint.
In Truth and Method. Gadamer uses the analogy of "play" as the clue to
ontological explanation, and although he does not use this metaphor it is similar
to a game of chess. There is no subject-object distinction; there are only
players. In the game, one must constantly reassess what has already
happened, what moves have been made, and thrust the imagination forward in
anticipation of what might happen. Very often, both players are at least three
moves ahead, in anticipation, and simultaneously they are reviewing the plays
just made. This dialectic is similar to the idea Gadamer (1994: 352) presents as
the fusing of past and present traditions. It is also what he means when he says
that "truth happens when we are caught up in the game that is played with us;
it is then, even before we are aware of it, that we have joined in the continuing
event of truth."
Bowman (1992: 271) suggests that we enter a text, or the clinical event
with a patient, through conversations. Gadamer's approach is that truth is
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reached dialectically. Instead of being a mere observer in a diagnostic process,
the health care provider should actively participate in the story that unfolds.
When Gadamer urges us to question genuinely, he is saying that we must place
ourselves out in the open field of not knowing or risking. When we question
openly, rather than by way of a structured, formulated process, we engage in a
dialectic where the emphasis shifts from right answers to right questions.
What this means for health care in general and for making diagnoses in
particular is that necessary balance must be struck between adherence to
method and allowing the patient's voice to reveal new truths. As psychiatrist
Arthur Kleinmann (1988: 144) says, and William Oster said before him, .. listen
to the patient; he is telling you the diagnosis... Overlying the scientific
methodology we muffle the patient's voice as well as our participation in the
story that she or he tells. When we open ourselves to the clinical event and
participate in it, we allow new truths to be revealed about the patient and most
certainly ourselves and our assumptions as we reach new understandings
together

Heidegger's and Ricoeur's Philosophy Applied to Health Care
.. Hermeneutics was first appropriated by Heidegger in Being and Time"
(1962), according to Lock (1990: 41). Paul Ricoeur, though, has placed
hermeneutics in the philosophical forefront." The first important distinction
between Ricoeurian hermeneutics and the phenomenological efforts of
Heidegger is Ricoeur's insistence on language as a indirect route to
understanding ourselves. This is "language" used in its broadest sense, as
symbolic and representative structures. This longer route means that direct
understanding of our experiences is not critically reflective. Ricoeur (1974: 78)
attempts to restore critique to understanding.
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"The call for a dialectic is a rich one, sounding the need for relationship
between the poles of understanding and explanation in health care
hermeneutics." explicates Lock (1990: 45). Ricoeur (1978a: 150) has written:
"By dialectic, I understand the view that explanation and understanding would
not constitute mutually exclusive poles, but rather relative moments in a
complex process called interpretation. He (1978a: 165) argues that
"understanding precedes, accompanies, closes and thus envelops explanation.
In return, explanation develops understanding analytically." According to Lock
(1990: 45), Ricoeur takes it one step further. Aicoeur suggests that the
dialectical relationship between explanation and understanding finds its
reference in the human activity of telling a story. Ricoeur also states that there is
something in the nature of narrative that provides for a dialectical relationship
between understanding and explanation.
Narrative may prefigure the dialectic of explanation and understanding
through the features of a plot, states Lock (1990: 45). It might seem that a plot is
merely a chronological ordering of events. He interprets Ricoeur as referring to
this aspect of plot as the episodic dimension. But narrative is more. Episodes
aren't organized only on the basis of chronology. Plot also explains significant
wholes out of scattered events. Aicoeur (1978b: 183) calls this aspect of
building a narrative plot the configurational dimension. Configuration structures
the episodic dimension by contributing a pattern to the sequential chronicling of
events. The relationship between narration (telling a story) and following
(listening to or reading) a story requires the emergence of these patterns in
order for a story to be understood. On the other hand, the patterns that emerge
remain dependent on the primary sequence or episodic chronicle, which these
patterns shape as well as on the sequential progression of the patterns
themselves. Ricoeur (1978b: 184) calls these two aspects of plot paradoxical:
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"Indeed this structure is so paradoxical that every narrative may be seen as a
competition between its episodic and its configurational dimensions, between
its sequence and pattern."
Ricoeur contends that the distinction between the episodic and
configurational aspects of emplotment is directly related to the ability of
narrative to prefigure the formal dialectic of explanation and understanding,
according to Lock (1990: 46). The "episodic" dimension prefigures the formal
condition of understanding, while the "configurational" dimension prefigures the
possibility of explanation. The episodic dimension of narrative provides the
immediate context, the possibility of events to be told. In using the term
"configurational" Ricoeur has identified that aspect of narrative that grasps
together episodic events. This grasping together serves the purpose of
organizing, according to the principles established by the teller, his tradition,
and his purpose, the immediacy of events which are presented episodically.
This also may be varied by changing the teller, tradition, and purpose of the
narrative; but in every instance it is required in order to create a sense of
understanding of the meaning or significance of the story.
In the case of history writing, medical or any other, the necessity of
configuration is evident because a historical event had to be reconstructed in
order to be recovered for present understanding, states Lock (1990: 46). By
construing together the episodic data into significant wholes, it is possible to
understand once again what was lost to the present. Ricoeur (1978b: 64)
writes:
... a story is rarely self-explanatory. Contingency along with
acceptability call for questioning, for interrogation. Thus, interest in what
follows--" And then?" asks the child--is replaced by an interest in reason,
motives, causes-- "Why?' asks the adult, The story thus has a lacunary
structure so that why spontaneously comes from what. Conversely,
explanation has no autonomy. As a virtue and as an effect, it allows us to
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follow better and further a history when spontaneous understanding of
the first degree fails.
Health care is subject to the same kinds of limits that other human
knowledge and activities are subject to, explains Lock (1990: 47): that
understanding, describing, and carrying out the activities of health care are
mediated by language.

In Ricoeurian hermeneutics this mediation is

thoroughgoing, a privileged access by either the science or art of health care.
Knowledge of health care, regardless of its object or source, must take a
linguistic form. The body, disease entities, and physiologies and good clinical
judgement can only be really known through language.
Health care activities, explains Lock (1990: 42), related to healing must
be approached through the manner of their description in language. The body
of medicine can thus be understood as a kind of text. The approach to the text
and the kind of discourse interpretation of it can be described as health care
hermeneutics.
Ricoeur ( 1970: 397) refers to a mixed discourse, according to Lock
(1990: 42) and further explains: "It is a discourse which calls for more than the
language of the explanatory empirical sciences which tend to dominate our
ideas of medicine. This mixed discourse is not a confused discourse but a
necessary one that includes the dimensions of human meaning and
significance as well as that of scientific explanation. It is important for it to be
both, in order to maintain its mixed character .... I will claim that narrative is a
fundamental language event which allows both the explanatory discourse of
science and the meaningful discourse of human relations to be grafted onto it."
Narrative, then, meets the requirements suggested for a structure of a health
care hermeneutic, which can integrate both theoretical explanation and human
significance.
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The current role of health care providers as a dialect in a hermeneutic
model may be supplemented by explanation and interaction between health
care provider and patient, states Lock (1990: 48). It is defined and created in
the context of a negotiated accommodation between a provider and a person.
First the individual must decide privately that he or she is ill. Next the health
care provider uses clinical methods of data gathering, data reduction, and
diagnosis to determine whether the patient has a disease that can be named or
treated. Thereupon there is provider-patient accommodation that consists of
negotiation and decision-making. Last, there occurs an extension of the terms
of the accommodation through the development of trust and long-term bonds
between the patient and provider.
Health care should be distinguished from such technological endeavors
as architecture, bridge building, veterinary medicine, and others that aren't
concerned with human to human encounter, explains Lock (1990: 44).
The development of a medical case history starts with a story of the
patient's own attempts at making sense of changing events such as signs,
symptoms, and self-treatments using explanation, states Lock (1990: 48). The
next step should consist of the providing the role that the health care provider
begins the healing process through medical science. Interpretations at this
point should serve to clarify and demystify, in keeping with Ricoeur ( 1970: 117).
It is from the sense of configuration in narrative, as making possible
understanding, once it has been spontaneously blocked, that one can return to
the problem of dialectic of explanation and understanding in a health care
hermeneutic.
Narratives can be seen as forming the basis of relating immediate
understanding to causal connections, according to Lock (1990: 47). For
Ricoeur, this suggests a basis for general hermeneutics. For the health care
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provider, this suggests that narratives are related to explanation and
understanding in a health care hermeneutic that proceeds beyond the logical
formalism of a dialectic. As with any history or explanation of a text, it is not
possible for medicine to be grounded only in a pure science. Health care
remains fundamentally grounded in the context of human relations and is
therefore subject to the nature of such relations.
The need for understanding the meaning of a disease begins with the
first acknowledgment by the person that something is amiss. This insight must
be continuously worked through the processes of diagnosis and treatment. The
disease state is general only insofar as the explanatory scientific discussions
are derived from specific cases; otherwise, it is always unique, finding individual
expression in the context of a person's life. The case that is so conceived takes
what might be best described as a narrative structure. It begins with
biographical particulars of the individual and is developed and expanded to a
more general frame by the available scientific configurations. This scientific
assessment must then be brought into relationship with how a life is changed by
the disease and treatment processes. In this way a health care case can be
thought of as a struggle between an explanation of real events of the disease
process and the significance and meaning of these events in the broader
context of the patient's life.
Scientific explanations would reduce the symbolic ambiguities that
surround symptoms such as bleeding, lumps, rashes, and the like. Ideally such
explanations would not be subject to the harshness of public opinion,
superstition, and prejudice. And though this ideal is often not achieved, these
explanations nonetheless accomplish something of a hermeneutical reduction
for the patient, relates Lock (1990: 48). For the health care provider, this
reduction also serves an important clarifying purpose: it tightens or focuses the
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plot of this case to the broad outlines of the effects of a particular disease. It
also provides the patient and the health care provider with an ordering principle
to unify the features of a patient's case, perhaps foreshadowing certain future
developments. The reduction, as it is developed bit by bit in a diagnostic
workup, acts as an explanatory outline for the disease state as related to the
ongoing life-story of the patient. It is in this way that an episode in a patient's life
receives a subplot of its own, making possible the evolution of a case history in
the traditional sense. Of course such an ideal case history is rare, not only
because of the inadequacies of medical explanatory schemata but also
because this subplot is just that, subordinate to the life story being lived and
developed in terms larger than a disease.
History
With this category I am addressing history as the history of an individual
and as a member of a group of people, such as a family, community or a nation.
From Ricoeur (1978a: 163-164) comes an understanding of what history
is and how it relates to what we understand. He posits:

I propose to say, with certain authors, that historical understanding onto
which explanation is grafted, puts in action a specific competence, the
competence to follow a history, in the sense of a history that one retells.
There is a reciprocal relation between recounting and following a history
which defines a completely primitive language game.... But neither can
the history be disconnected: even though not deducible, it's ending must
be plausible. Thus, in every retold history there is a body of logical
continuity which is completely specific, because the outcome must at the
same time be contingent and plausible.
Palmer (1975: 182) speaking about tradition and history relates:
Gadamer and Heidegger would agree, further, that language is the
reservoir and communicating medium of the tradition; tradition hides itself
in language, and language is a medium like water. For Heidegger and
Gadamer, language, history, and being are all not only interrelated but
interfused, so that the linguistically of being is at the same time its
ontology--its coming into being--and the medium of its historicity
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Culture
Culture has many meanings in English, but the definition most suitable to
the manner in which I am using this category is the ideas, customs, skills. and
arts of a group of people [Webster's New World College Dictionary Third
Edition 1994: 337]. Culture dwells in the way the scientific community has
evolved and, sequentially, the way health care has developed in the United
States.

Ricoeur (1984: 196) gives one of the most humanistic definitions of

culture that I feel most succinctly parallels mine:
The notion of culture covers all of the achievements stemming from social
creations and implicated in individual use that are transmitted by a
tradition: language, techniques, arts, philosophical or religious attitudes
and beliefs, insofar as these diverse functions are included in the social
heritage of the various individuals living within a particular society.
Heidegger (1971: 74) criticizes the objectivity of natural sciences, with
the help of a quote from Nietzsche:
Method, especially in today•s modern scientific thought, is not a mere
instrument serving the sciences; rather, it has pressed the sciences into
its own service. Nietzsche [in] The Will of Power [author's emphasis]. ...
[states] 11 lt is not the victory of science that distinguishes our nineteenth
century, but the victory of scientific method [author's emphasis] over
science ...
Kuhn (1970:136) states that:
both scientists and laymen take much of their image of creative scientific
activity from an authoritative source that systematically disguises--partly
for important functional reasons--the existence and significance of
scientific revolutions.
Thompson (1981: 147) explains ideology and in turn culture and science:
by defining ideology in opposition to science, it precludes the possibility
that science itself may be ideological. ... I shall regard ideology as a
system of signification which facilitates the pursuit of particular interests..
. .Structural conditions generally ensure that certain groups occupy the
dominant institutional positions. so that the prevailing ideology is
commonly a legitimation of the status quo. Insofar as subordinate groups
accept such legitimations, they lack the counter-ideology through which
divergent interests may be articulated and pursued.
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Thus, science and, in turn, health care are replete with ideology that
affects culture in the United States. Not all of it is good. This may not be the
best culture for the elderly patient or for the health care provider.
Ethics
According to Kapp, Pies, and Doudera (1986: 17-19), along with the
aggressive nature of the health care system in the United States, there is a
widespread fear of the unknown regions one enters upon after death. For the
most part, most individuals do not discuss advanced directives or other
mechanisms to forego aggressive treatment at the time of impending death, if
there is no hope of recovery. However, the hospice movement is growing,
where patients who have exhausted all reasonable forms of curative treatment
live their remaining weeks or months as free of symptoms and as much in
control of their lives as possible. It holds that home is almost always the best
place to die, and that traditional medical care facilities, particularly acute care
hospitals, do not appropriately address the needs of the dying.
A possibility, suggest Kapp, Pies, and Doudera (1986: 17-19), that could
be considered as a cost cutting measure, is the changing of the retirement age
for the Social Security program to a more advanced age, such as 70, rather
than 65. Another possible measure would be means testing to determine those
that could afford to pay for their medical care. Yet another would be raising the
amount that a person on Social Security could make which they could save for
a time when they would need money for medical care.

Summary
In this chapter, the review of the literature, I have examined the influence
of culture and tradition on the health care of the elderly, the unique
characteristics of specific ethnic groups, and contemplated culture and health
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care in the United States. I have also investigated ethics and health care,
hermeneutics and health care can be used and shown how Gadamer's,
Heidegger's and Ricoeur's philosophy to examine health care. In addition, I
have given some ideas about the three categories I have investigated: history,
culture, and ethics ..
In the following chapter, I shall present the conceptual background, the
selection of participants, and the research steps that were taken. Then I shall
present the categories of history, culture, and ethics and research questions
asked in each of those categories.
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CHAPTER THREE
RESEARCH PROCESS
Scientific research accomplishes, roughly and naively, the demarcation and
initial fixing of the areas of subject-matter. ... The real 'movement' of the
sciences takes place when their basic concepts undergo a more or less radical
revision which is transparent to itself. The level which a science has reached is
determined by how far it is capable of a crisis in its basic concepts . - Martin
Heidegger 1962: 9).

Introduction
After the review of the literature in Chapter Two, Chapter Three provides
some of the conceptual background used. Next, the method used to select is
explained. Following that is a presentation of the research steps used. Finally,
the categories selected for analysis of the data and the questions for each
category are introduced.

Conceptual Background
This is a hermeneutic (interpretational) investigation of the cultures and
traditions of the elderly and their health care providers in the San Francisco Bay
Area. The intent is to see how culture and tradition affect health care practices.
Also a major focus is the effect, if any, of culture, ethnicity, tradition, history, and
language on the ethical dimensions of health care delivery to the elderly
individual. The purpose of this model is to collaboratively create a text (a
discourse fixed in writing) from the conversations between the participants and
me.
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Gadamer (1994: 351-352) suggests that:
To question genuinely, means to "place in the open" because the answer
is not yet determined." In hermeneutical dialogue, then, the general
subject in which one is immers~d--both the interpreter and the text--is the
tradition, the heritage.... One's partner in the dialogue, however, is the
text, already in the stark fixedness of written form. Thus there is a need to
find a way through to a give-and-take of dialogue: this is the task of
hermeneutics.... When a transmitted text becomes an object for
interpretation; it places a question to the interpreter which he is trying to
answer through interpretation. Authentic interpretation will relate itself to
the question placed by the text. To understand the text means to
understand this question. To interpret a text, the first requirement is to
understand the horizon of meaning or of questioning within which the
direction of meaning of the text is determined.
It is within these standards of what a hermeneutic dialogue, expressed by
Gadamer are, that I came to do hermeneutic research using dialogue.
Ricoeur (1992b: 43) has defined hermeneutics as:
the theory of the operations of understanding in their relation to the
interpretation of texts. . . . It concerns itself with linking the understanding
of the text, which is explanation, and self understanding, which is
interpretation.
In this research, I created texts or conversations that were visited and
revisited in order to cocreate with my conversation partners a new
understanding of the problems concerning health care delivery.
Lock, (1990: 48) relates:
Hermeneutics offers a conceptual model to integrate in a dynamic way
conflicting approaches to medical problems by proposing a dialectical
relationship between the explanatory powers of science and the need for
the explanations to be understood in human terms. Understanding is the
dialectic of the interview containing the culture and tradition.

Selection of Participants
My research conversations began June, 1995, and were completed
September, 1995. The conversations included those with three older adults:
two who were born in the United States and who came to the San Francisco
Bay Area from other parts of the country, and one older adult, born in Yucatan.
The older adults with whom I conversed were nominated by the administrators
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of senior centers. I also had conversations with six health care providers, who
treat older adults and who immigrated here. The health care providers were
referred to me by professionals with whom I had taught at University of
California San Francisco and at geriatric conferences. Moreover, I had
conversations with two individuals who serve on institutional ethics committees,
as well as a health care provider who administrates two hospices. These three
were referred to me by the San Francisco Medical Society. I have lectured and
taught at many universities in the Bay Area concerning geriatric issues, this
gave me the opportunity to select interested and interesting older adults, health
care providers, ethics committee members, and a hospice administrator as
partners for my conversations.
I had not planned to speak to a director of hospices. However, the issues
of terminal illness and spirituality came up so frequently in my conversations
that I felt it necessary to explore the area of hospice administration.
The conversations were recorded and transcribed. The transcriptions of
the conversations were the texts that I revisited time and again in order to
enhance my understanding of the participants and what they told me about
themselves. I found that it was important that the subjects speak English fluently
enough to be understood by me, or that they have a good interpreter. This gave
me a much clearer understanding of the subjects' cultural and traditional
idiosyncrasies and nuances.

Journal
I kept a personal journal of all conversations and took some pictures..
The purpose of this was to provide a context for the conversations and to record
my new understandings after the conversations. Since all conversations
occurred in offices, restaurants, and homes, in the Bay Area, my journal was of
use as far as context. It was helpful to my understanding to have an expanded
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journal, while writing this dissertation. It provided a text open to interpretation to
reach new understandings. One older adult burst into tears during one of my
conversations. Some of my conversation partners did allow me to take slide
pictures of them, however. Some of the most physically attractive conversation
partners would not let me take their pictures. They were shy and wanted to
maintain their privacy. The pictures (slides) were used in my dissertation
defense.

Research Steps
The research steps are presented in chronological order.
1. I formulated the questions that I felt would best lead to a hermeneutic
dialogue, as discussed by Gadamer's (1994: 347)
a dialogue or conversation [brought about by questioning) among
individuals (as Gadamer acknowledges) must be based on mutual
respect, equality, a willingness to listen and to risk one's prejudices [or
prejudgements] and opinions.
I also wished to encourage play in my conversations. defined by Ricoeur
(1992b:186) and first articulated by Gadamer in speaking of:
play has its own way of being. Play is an experience which transforms
those who participate in it. It seems that the subject of aesthetic
experience is not the player himself, but rather what 'takes place' in play .
. . . What is essential is the 'to and fro (Hin und Her) [Author's emphasis]
of play. Play is thereby close to dance, which is movement that carries
away the dancer.
2. I selected immigrant and ethnic elders for conversations. I did this by
contacting various senior centers listed in the 1995 Resource Guide prepared
by the City and County of San Francisco Commission on the Aging Senior
Information and Referral. I was referred to foreign-born health care providers by
various individuals I had taught with. I was referred to the two ethicists and one
hospice director.
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3. I sent a letter to the director of all the Senior Centers listed in San Francisco
to nominate a suitable older adult to be a conversation partner. Conversations
were set up by the director or I was contacted by the participant and we agreed
upon a time to speak. I arranged conversations with the two ethicists and one
hospice director directly.
4. I confirmed our appointment by letter and provided a short summary of the
focus of the study.
5. I conducted conversations with research participants at a time and place
convenient to both the participant and me. I orally obtained permission to use
their names if they were agreeable. None refused.
6. I transcribed all conversations into written texts.
7. I did a preliminary critique of the transcriptions using the works of Heidegger,
Gadamer, and Ricoeur, and others, to analyze these preliminary data. I
returned both the transcription and analysis to the participants for additional
comments and asked the about the possibly of additional conversations.
8. I initiated second conversations or meetings with participants to reach
agreement on the way we both felt of the text to make a more complete analysis
of the text. Only one person, Muriel Blacksmith Wakazoo, was willing to take the
time to do this after reading the transcript of the first conversation. She was one
of the few conversation partners who did not work or was not in school.
9. I sent letters to participants furnishing a final result summary of the research
and expressed my appreciation for their participation.
10. I interpreted essential meanings of text and organized data into themes.
11. I related the themes to hermeneutic theory.
12. I recognized implications of the research and made recommendations for
future research in aging, health, and ethics as they relate to history, ethnicity,
and culture.
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13. All language quoted in this dissertation is exactly the way it was spoken and
transcribed. Only the conversation partners were allowed to correct any English
mistakes or misunderstandings.
14. I abided by the Institutional Review Board for the Protection of Human
Subjects of the University of San Francisco in this research. The approval
number for this research was 95-04-10-24.
15. The participants in my study were:
A. Older Adults:
Jim Lamente, Apache, Native American.
Nic Santos, Mayan Indian from Yucatan Mexico.
Muriel Blacksmith Wakazoo, Sioux, Native American.
B. Health Care Providers:
Jaima Dwyer, Caucasian, Jewish, acupuncturist.
Metab Jafar-Fesaki, Caucasian, Pharm D. (clinical pharmacist) from Iran.
Alicja Janiczek, Caucasian, physical therapist from Poland.
Heejong Kim, R.N., Asian (Korean), administrator (Ph.D. student).
Asmund Nanda, D.D.S., Asian Indian (student for U.S. credentials).
Somporn Rungreangkulkij, R.N. psychiatric (Ph.D. student), Asian, from
Thailand.
C. Ethicists:
William Atchley, M.D., Caucasian.
Patrice Burns, Franciscan Sister, Caucasian, patient ombudsman
(advocate).
D. Hospice Administrator:
Don Beck, M.D., Caucasian.
Categories and Questions
Three main categories shaped the data collection and analyses. Within
each category, questions were designed to guide the conversations with the
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health care recipients, providers, ethicists and the hospice administrator. Even
though the questions only served as a guide, the questions asked were key to
engaging in a rich hermeneutic conversation. They were designed to assist
reflection beyond present understandings. However, many times questions did
not have to be asked because they were addressed in the conversation before I
had a chance to ask them.
I changed the focus, although not the questions, for the second category,
from ideology to culture, because the participants related the differences in
medical care to differences in their culture rather than to ideology.
History and Metaphor
The questions for the category of history in metaphor were:
Health Care Recipient
1a. As one who came to this country, why did you leave your homeland?
1b. If you have always lived in the United States, what is the relationship of your
culture or ethnic background to where you live and/or work today? Why or why
not?
2. Tell me about a time when you or a friend has had age or cultural
background affect the way other people treat you, for good, bad, or just
differently.
3. Describe for me, in as many words as you wish, how you see yourself today?
The questions I asked the health care providers for this category were:
Health Care Provider
1a. As one who came to this country, why did you leave your homeland?
1b. If you have always lived here, what is the relationship of your culture or
ethnic background to where you live and/or work today? Why or why not?
2. Tell me about a time when you or a friend has had age or cultural
background affect the way other people treat you, for good, bad or just
differently.
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3. Describe for me in as many words as you wish, how you see yourself today?
With these questions I hoped to uncover what the participant has in his or
her history that relates to the way they view and deal with life in the Bay Area.
These could be such things as living on the welfare system in a one-room hotel,
to finding good friends and living a happy life. From my experiences in the field
study and in talking with seniors from other cultures, some common themes
emerged. One might expect that there are unfortunate problems in dealing with
our unique American system as well as fortuitous experiences in the United
States. One unfortunate theme that has affected what culturally diverse seniors
feel about our country is Proposition 187, which calls for reporting of illegal
immigrants who use our health care and school systems.
Culture
Originally this category was to be about differences between the ideology
of the medicine of the participant's country of origin with the ideology of
American medicine. However, after a few conversations I related the
differences in health care to culture rather than ideology. The cultural
differences come from the ideology of their community. This influenced their part
of the conversation. The questions I asked concerning culture were:
Health Care Recipient
1. How do health care experiences in the United States compare to those you
received in your homeland or your ethnic community?
2. Do you see how either of these two methods of health care practices are
changing in either or both settings?
Health Care Provider:
1. How would you compare health care experiences in the United States to
those you received and/or provided in your homeland or your ethnic
community?
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2. How do you see how either of these two method of health care practice
changing in either or both settings?
With these questions I obtained a sense of the significant differences in
the delivery of health care in the United States and other parts of the world. This
should help develop curriculum for those providing care for those from other
countries

Language
Although I didn't chose this category, the topic kept coming up in
conversations. One afternoon, a Hispanic participant called and related that he
was upset because I had put the word, unintelligible all through his transcript. I
explained that what I had put was the word unintelligible, not unintelligent. He
was relieved and explained that English has so many sounds for a vowel
whereas in Spanish each vowel has just one. At the end of our conversation he
was satisfied that I wasn't calling him unintelligent.

Ethics
I, like Moody (1992:11 }, believe that public age-based entitlements, such
as Social Security and Medicare, do have moral and pragmatic justifications.
But, at the same time, we feel that the intergenerational compact needs to be
renegotiated. As Harry Schwartz stated (1982: 82):
A real national debate would no doubt come up with other and probably
better alternatives.... But if we refuse to adopt formal rationing based on
a consensus developed after proper debate, we shall continue doing
what is now increasingly the case: irrational and cruel rationing of
medical care imposed by administrative fiat as officials at every level of
government adopt more and more draconian measures to halt the flood
of medical bills before they drown our society. There is no ideal
alternative because our resources are finite, while our medical-care
ingenuity has no limits.
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In addition to the above questions to providers, the following questions
pertaining to ethics were used for conversations with ethicists and the medical
director:
Ethicists and Hospice Medical Director
1. We may be undergoing a change in the way that health care is delivered in
the United States. What problems or new things would you like to see
addressed in our health care delivery system in the future?
2. Do you think there is a just method for the distribution and provision of health
care in the United States?
3. Should we place a price on everything we do in health care?
4. Who do you think should make the decision about how much health care
should be available, the health care provider, the patient or the government?
In our authentic conversation, there were additional questions and
changes in wording, because after all the process of participatory research
(researchers engaging partners in conversation and exchanging ideas, which
changes both partners), the conversations are recorded and analyzed.
Field Study
I conducted a field study in the fall of 1994. It changed the focus of my
final dissertation study from the effect of dental treatment of the older adult to the
overall health care of the older adult. Therefore I have not included it in my
dissertation.

Summary
In Chapter Three I have provided the conceptual background used. Next,
the way conversation partners were selected was shown. Following that was a
chronological presentation of the research steps that were used. Finally, the
categories selected for analysis of the data and the questions for each category
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were introduced. In this section, I have pointed out where my conversations
carried me and the way my partners ideas changed how I asked the questions.
In Chapter Four I shall present the data. I shall quote the data or some of
what all subjects had to say about each category, if they addressed it. I shall
legitimate the category's themes with quotes from philosophers and experts in
the field of the category, where appropriate.
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CHAPTER FOUR
DATA PRESENTATION AND ANALYSIS
A conversation or a dialogue is a process of two people understanding each
other. Thus it is characteristic of every true conversation that each opens himself
to the other person, truly accepts his point of view as worthy of consideration
and gets inside the other to such an extent that he understands not a particular
individual, but what he says. - Hans-Georg Gadamer (1994: 347).

Introduction
Chapter Four presents data gathered by posing the questions listed in
Chapter Three. The four categories that originated in the conversations were
history and metaphor, culture, language, and ethics. In addition, two
subcategories became apparent during my conversations about culture: ( 1)
respect for the aged and (2) physician demigods. A subcategory that came forth
under the category of ethics was issues of life and death. Commingled with the
data are citations from researchers and from experts in the field of
hermeneutics, along with my personal interpretations.
History and metaphor are two broad terms used widely with unique

meanings within hermeneutics, defined as the art or science of interpreting
literature (Webster's New World College Dictionary Third Edition 1994: 632).
History and metaphor, although they are of course two very different things,
were of necessity combined into one category, for it was in metaphor that a
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study participant very often revealed at least part of his or her history. Often,
metaphor reflected culture. Native Americans, for example, seemed to relate to
their environment more metaphorically than did people of most European
cultures. They were more able to express their personal nature metaphorically.
I shall relate the metaphors that participants used for themselves or their
coworkers gave to them. However, not all participants felt comfortable giving
me a personal history or a metaphor. Some conversation partners could speak
to me for such a limited time, all they mentioned were the cultural differences
between health care in the United States and in their native country. For those
individuals, I chose a metaphor for them, based upon our conversation.

History and Metaphor
History, as it is reflected in my questions, refers to the recognition of
personal descriptions, historicity, prejudgments or prejudice, that must
necessarily be present, according to the hermeneutical theory of Gadamer
(1994: 306-307), in the context of a true dialogue. Awareness of one's own
historicity and prejudgments in a dialogue is important in order to be open to a
conversation partner's position. Taking a risk, and being truly open are
necessary to enable both participants to come to a fusion of horizons, or a new
understanding.
Metaphor is defined as "a figure of speech containing an implied
comparison, in which a word or phrase ordinarily and primarily used about one
thing is applied to another" It can also be defined as a "representation."
(Webster's New World College Dictionary Third Edition 1994: 852).

Metaphor

is useful in getting at the history, historicity, prejudgements or prejudice of a
conversation partner.

63

I began all my research conversations by relating a synopsis of my
life, emphasizing my education and my interest in geriatrics and gerontology
with respect to health care. Making some of my personal life known to the
participant seemed to make that person more comfortable with being candid
in revealing their own thoughts. To get at the metaphor, I asked the
question "If you were to describe yourself today, what three or four words, or
phrases, would you use to paint a picture of yourself?" Then I said: "Take
those words (or phrases) you just used and pick another object that
represents it in your way of thinking." This was a difficult task for some
conversation partners to do. This was particularly true if the participant had
limited time for the conversation. Often with patients and providers, I had to
turn off the tape recorder and let them think for a few minutes. After that I
said, now that you have chosen a word or phrase think about it for a while.
then turned the tape player on and ask the participant to relate the phrase to
some living thing such as a plant or an animal. Some participants could not
come up with a metaphor. Interestingly enough, the people who could not
come up with a metaphor were speaking English, whereas the one speaking
through an interpreter came up with some very good metaphors.
The French hermeneutic philosopher Ricoeur (1984: 46) addresses
metaphor through mimesis. He separates mimesis into three entities in a text
that can be written or spoken:
.... we have to preserve in the meaning of the term mimesis a reference
to the first side of poetic composition. I call this reference mimesis 1 to
distinguish it from mimesis2--the mimesis of creation--which remains the
pivot point. This is not all. Mimesis, we recall, as an activity, the mimetic
activity, does not reach its intended term through the dynamism of the
poetic text alone. It also requires a spectator or reader. So there is
another side of poetic composition as well, which I call mimesis3 ....
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In order for conversation partners to create metaphors for themselves,
they would reveal their prejudgments, what they feel is possible, and their
expectations. By doing this, they would of necessity reveal their personal
history and its meaning to them.
In other words, to have a metaphor for one's life is, by its very nature,
historical. This type of history or historicity, is, according to Heidegger (1962:
20),
a possible kind of being, the inquiring [being in the world] may possess,
only because historicity is a determining characteristic for [being in the
world] is in the very basis of its being. In other words, historicity or history
is the sum of knowledge and experience up to the present point in time or
the time of the conversation.
So for Heidegger, metaphor itself is historical. If this is true, perhaps that is why
if was difficult for participants to come up with a metaphor. Asking for a
metaphor from participants was asking the person to get at the very basis of
their historicity, or the very basis of their being.
In speaking with seniors, I attempted to get a sense of their history,
culture, and tradition through their choice of a metaphor. I occasionally
succeeded in doing so, in one of these three categories. In speaking with a
hospice administrator, an ethicist, and health care providers for the elderly, I
asked them to think of a metaphor that best described their relationship to the
elderly. For those who were unable to do that, I chose a metaphor for them
based on my interpretation of their character, as I thought it was revealed by our
conversation. I will introduce each conversation partner by expressing the
metaphor that they selected for themselves or that I selected for them, in order to
portray a sense of their personal history. The conversations sections are
arranged by category, not chronologically.
Metab Jafar-Fesaki, a graduate of a pharmacy school in Iran, came to
the University of California, San Francisco, to do a residency in pharmacy. The
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degree, Pharm. D., along with the residency, allowed her to be a clinical
pharmacist. She could then practice in a hospital, nursing home, or other
health care facility, assisting physicians in prescribing medications. The
metaphor of an Energizer battery was given to her by her classmates. Metab
described herself in the following manner:
MF: I am very dedicated. I love my patients, I mean it's easy to say, but I
get very involved with my patients and if something bad happens to them
while they are in the hospital you can even see me crying .... I get so
emotional.
LL: What else?
MF: I know I am very energetic. Everybody tells me. So I have a few
colleagues [who] call me the Energizer battery. In a way it's true. I don't
know why. It takes a lot for me to get tired ....
She would have to be a very energetic person to go through pharmacy
school, come to the United States, and do such a residency. Metab's body
movements during the conversation were in keeping with her self-description.
She seemed to be a very vital, energized person. Metab also seemed to be
very full of empathy for her patients, particularly the elderly. She was petite in
stature, and looked very young. She said that she often sat down with elderly
patients and just listened to them and brought them little items such as
toothbrushes, because many elderly patients had no one else to do that for
them. She did not intend to "energize" these patients, but rather to have the "to
and fro" and "play" of a real conversation with them (Gadamer 1994: 347).
A very different kind of metaphor emerged from another conversation
partner, an older adult Native American, who was very thoughtful and reflective
in telling his story and describing the health care that he had received. Jim
Lamente is an Apache Indian raised on reservations of various tribes. His
parents were school teachers. He spoke of his relationship to the Zuni people,
whose lives were immersed, as most Native American's lives are, in
spiritualism. Jim used the following metaphor for himself.:
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I made all this money, and they didn't hardly have any money, and I saw
something was wrong within me. I felt empty. I realized that they had it
all the time. I was looking for it and I felt bad. And when I went back to
them and told them of my emptiness, they said, "we had a chair waiting
for you all this time" .... I think perhaps a butterfly. Yes, wherever we are,
none of us are in a part of life that we are not in some stage of evolution.
And I think I've been a caterpillar for quite awhile, and now becoming a
little cocoon ....
Jim received an engineering degree and was with a successful firm for a
number of years, away from his Native American community. Jim's spiritualism
could be related to wellness. Money and materialism may have made him
"sick." His understanding of his past in terms of spiritualism is indicative of an
holistic approach to life, as opposed to an understanding based on reason or
the mind. This pensive Native American was indeed imaginative enough to
look back and see the mistake that he had made in ignoring his culture and in
buying into the importance of money as the criterion for happiness -- a concept,
of course, deeply entrenched in mainstream American culture.
Heidegger (1978: 89), relates metaphor to reasoning or metaphysics, as
well as to language. He writes that
with the insight into the delimitation of metaphysics, the representation
which provides a measure for "metaphor" also becomes invalid. It gives
a measure for our representation of the essence of language. For this
reason metaphor serves as a much used aid in the interpretation of
works of poetry and of artistic developments overall. There is metaphor
only within metaphysics.
In this statement, Heidegger explains that metaphor is best understood and
used in the context of philosophical essence or the "being" of artistic works.
His concept differs somewhat from those of Gadamer and of Ricoeur, and yet it
is applicable to the metaphors given to or originated by most conversation
partners.
This emphasis on the role of reason and the mind was exhibited in
conversations with Jaima Dwyer, a Jewish acupuncturist. She was a very

67

contemplative person who had been through a great deal before deciding what
to do in life.

I was quite taken with her sincere adherence to holistic medicine.

Jaima had always been interested in the mind-body connection and had taken
courses in psychological biofeedback at San Francisco State University fifteen
years before our conversation. She then went to a New York state university
school of nursing. However, her mother became so ill that Jaima had to quit
school and to move back to San Francisco, in order to care for her. When I
spoke with her, she had been through four years of acupuncture school, which
included eight hundred hours of clinical training. Jaima was at the time of our
conversation waiting to take the licensing examination, given once a year.
The words and the metaphor that she used to describe her life were:
JD: I'm actually in a big transitional time. I've finished school. I can't
really start practice yet--l'm not sure how I fit in or where I fit in.
LL: Okay, using that metaphor of not knowing -- kind of in limbo.
JD: Hm Hmm.
LL: Can you apply that to an animal or some kind of object?
JD: Alii can say--what keeps coming to mind is the turtle. Taking slow
steps cautiously.
I prompted her to give a metaphor of not knowing, yet she came up with the
image of the turtle. Looking back on our conversations, I feel that it has
connotations of wisdom or learning as a slow process. Heidegger's previous
quote relates to this: "There is metaphor only within metaphysics." Jaima's final
metaphor revealed more than just not knowing. It got closer to her very being.
Jaima is a very thoughtful and perceptive person. She is a quiet woman who
seemed to need a great deal of prompting and verbal probing, even after I
related my life experiences to her. During the last part of our conversation,
however, she became more spontaneous.
Another health care provider, came up with a somewhat negative
metaphor of herself. Heejong Kim was a registered nurse and a Ph.D. student
from Korea. Because her mother was educated in the United States, Heejong
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had spent eight years here, and felt very much at home. However, she also felt
torn between Korean and American culture. After I gave her an example of a
metaphor, she stated that:
HK: If I don't take care of myself, nobody's going to. Cause I'm here
alone. And then just that sometimes I get frightened. How I become.
You know. But it's really selfish of me, the change I see in myself. I'm like
a cat.
LL: So you think you are becoming more like a cat?
HK: They do what they need to do. They don't normally care for you. I
don't think they are that affectionate.... I much prefer dogs.
Heejong related here that the United States has made her become something
that she did not like. This made more sense when she told me about being
robbed by taxi driver in Boston when she first came to the United States as a
student. An inference from our conversation was that Heejong had isolated
herself and only had acquaintances, not real friends. There was very little trust
in her voice and conversation. Heejong was telling a story and trying to make
sense of her life as Ricoeur (1984: 52) speaks of a historic narrative. He states
"time becomes human to the extent that it is articulated through a narrative
mode, and narrative attains its full meaning when it becomes a condition of
temporal existence." When Heejong made the statement "They don't normally
care for you" I infer from the rest of her conversation that she was speaking of
people in general and her coworkers in particular. She is disconnected from her
history, culture, and even from her caregiving profession emotionally, and she
gave a metaphor of almost a non self. Ricoeur (1992b:277), in discussing the
plot of a narrative, relates: "the 'conclusion' of the story is the pole of attraction of
the whole process. But a narrative conclusion can be neither deduced nor
predicted." This revelation about Heejong just revealed itself in our
conversation, there was no predicting it. Ricoeur (1984: 196) defines culture:
The notion of culture covers all of the achievements stemming from social
creations and implicated in individuals that are transmitted by a tradition,
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language, techniques, arts, philosophical or religious attitudes and
beliefs, insofar as these diverse functions are included in the social
heritage of the various individuals living within a particular society.
It would be quite devastating to be cut off from one's culture . Heejong and I
reached a "fusion of horizons", the change that happens to two people involved
in a conversation. Gadamer(1994: 576) states that:
What I described as the fusion of horizons was the form in which this unity
[between two conversation partners] actualizes itself, which does not
allow the interpreter to speak of an original meaning of the work without
acknowledging that, in understanding it, the interpreter's own meaning
enters in as well
I found Nic Santos, an older adult Mayan Indian from Yucatan, Mexico, a very
good conversation partner, even though we spoke through a Spanish
interpreter. He lives alone in San Francisco, but has many Mayan friends living
nearby. He sends money from his part-time job back to Yucatan, in order to help
educate his children. We conversed as follows, with the interpreter speaking for
Nic:
lnterp: He says that he is not here for pleasure. Because there is a great
need, you know. He says that the little money he makes, he sends home
to Mexico so his kids will be able to get an education.
LL: What word or words would you use to describe yourself and
compare that to another living thing.
lnterp: He described himself with the word hope. The metaphor he used
for himself was an oak, a strong tree.
Nic was the opposite of Heejong. Whereas she was uprooted and
disconnected from her culture and history, Nic was very rooted and connected
to his. Nic is very devoted to his family. He indeed seemed strong, like an oak
tree, more in an emotional than a physical sense. This metaphor for a large tree
indicated to me that he was strong, stable, connected to life, tradition and hope
for the future. This is an example of Heidegger's (1962:20) definition of history
as "the sum of knowledge and experience up to the present point in time or the
time of the conversation."
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Another conversation occurred with a petite nun who, unlike so many
nuns, still wears a habit. Sister Patrice Burns, speaking with a mischievous
twinkle in her eyes, revealed than in some ways she is quite nontraditional.
She has worked with the dying for many years, comforting them. After a
patient dies, she comforts the family. Sister Patrice even helps to ensure
equitable treatment by the funeral home that they have chosen. She related
that:
even when I started working with the dying years ago, I wanted
everybody to die like my father, with all the family around and everybody
in agreement and nobody fighting with each other and all that. But that
just doesn't happen. I mean you just don't see that any more.
Sister Patrice's metaphor was given by her colleagues in the hospital: "Oh they
call me the chief circuit breaker in the hospital. I just say, 'Get that person off the
machine.' Because this is ridiculous. Prolong life for what? For what reason?"
Sister Patrice quite candidly related what is really important when making a
judgment call that lets nature take its course.
This represents the current thinking among caregivers in hospice
facilities, that is, make the terminally ill person as comfortable as possible, until
death comes. However, some physicians in the United States have a difficult
time dealing with this. They have been trained to prolong life at all cost,
particularly in acute care settings, like hospital emergency rooms.

Another way

to look at the terminally ill is articulated in the medical axiom, "first do no harm."
However, I believe that prolonging suffering is doing harm. But Sister Patrice
believes in "breaking" with tradition and taking a more humane approach. This
makes for some ethical dilemmas when dealing with the elderly.
Don Beck is the assistant medical director at Laguna Honda Hospital,
the largest skilled nursing facility in the United States. Along with that job comes
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the responsibility of the two hospices in the facility, the AIDS and the non-AIDS
hospice. He spoke of the similarities between care of the elderly and of those
with AIDS:
DB: And what I found is that a lot of the, if you will, principles of care that
I use in geriatrics were very applicable in the care of AIDS.
LL: Yes.
DB: It's a chronic disease. Chronic disease, which can last for some
time. Has symptoms that need a lot of palliation [lessen pain without
actually curing]. Not unlike a lot of diseases in the elderly that can go a
long time with certain treatments. A lot of the functional status issues in
the elderly become very pertinent in the AIDS population.
I favor a guiding angel, as a metaphor for Don. In his position, he is
constantly trying to find ways to lead terminal patients through any pain until
death finally comes for them. He seemed very empathetic to the plight of the
dying patient, given the constraints of a city-county hospital. He also appeared
highly professional and dedicated to patients. I reminded him of the ward in his
institution where I had seen approximately fifty comatose patients with
nasogastric tubes in place. Don stated that there was a legal conflict. Those
tubes, he said, could not be removed without explicit permission of a relative or
friend. Patients in that ward had neither family nor friend to give that
permission.
William Atchley, an ethicist, also addressed some of the new thinking in
health care. He is a very unassuming elderly physician who cofounded the
International Bioethics Institute. In speaking about societal ethics, William
revealed strong convictions:
WA: This has to be societal ethics. People have to get together ahead of
time and decide where their resources are going to go in medicine, to old
folks or to the young folks .... My mother died at ninety-four with a brain
as sharp as a tack until about ninety-three and six months. She never
forgot a thing. We don't know what's old and what's young any more.
So, it's hard to make arbitrary definitions. I'm seventy-five.
LL: Yes.
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WA: So, is seventy-five old or not? You can't do it on the basis of age.
So what do you do it on?
I understood William as saying that people are individuals when it comes to the
aging process. Each case in health care for the elderly should be addressed on
the basis of individual social and psychological factors as well as on both
physiological and chronological age. The metaphor used for William is Themis,
justice blindfolded and holding a scale, representing the law. William helped
found the International Bioethics Institute in order to deal justly and reasonably
with some of the perplexing and complex problems that we have created for
ourselves through the development of medical technology. Them is was a
goddess in Greek mythology representing law and justice and holding aloft a
scale for weighing opposing claims. This metaphor suggests a historical
process or evolution of folding in "new thinking" as it is needed to deal with new
technology.
A conversation partner who deals with health care problems in a smaller,
practical way is Muriel Blacksmith Wakazoo, a Native American older adult who
refers to herself as a "breed" (half-breed). Her paternal grandfather was a
French trapper and her grandmother was a Sioux. Her other two grandparents
were Sioux. Muriel lived with her maternal grandparents as a child, spending
happy days on a reservation in South Dakota. As an adult, Muriel was an
activist, who led a takeover of Mount Rushmore and Wounded Knee. She did
this to persuade the federal government to return the Sioux lands that were
expropriated during World War II. She showed me many photographs that she
had taken, telling the stories behind them.
LL: And she's showing me a picture of-- tell me the chief ...
MW: Chief Hollow Horn Bear and he was my grandfather's sister's son.
He posed for the head on the Indian Head nickel. ... This is Chief Dewy
Beard. He escaped as a little boy from Wounded Knee. He was over 100
when this was taken.
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Muriel will proudly carry her colorful life history as a Native American for the rest
of her life.
1picked the fox as metaphor for Muriel, because her conversations
revealed her cunning in dealing with the domination of Caucasians. She
gained advantage over them to get land for her people and even health care.
Muriel recounted a time when a hospital clinic refused to supply glasses for a
small Native American child. She promised to call a press conference if they
did not give the boy glasses. The boy got his glasses that very day. Muriel is a
Native American who is immersed in her history. She embodies her history and
culture of a Sioux. Her actions themselves are a kind of metaphorical rhetoric of
persuasion, demand, and cleverness.
Probably the best definition of metaphor is the one that comes closest to
its use in my conversations. This hermeneutic definition comes from Gadamer

(1989: 46), who explains the use of metaphor in discourse and in poetry:
For in a poem the prose of ordinary discourse is not found at all. Even in
prose and poetry, metaphor scarcely has a place. Metaphor disappears
when intellectual insight, which it serves, is awakened. Actually, rhetoric
is the realm where metaphor holds sway. In rhetoric one enjoys
metaphor as metaphor. In poetry, a theory of metaphor deserves a place
of honor as a theory of wordplay.
Gadamer is saying that metaphor is very effective in conversations,
poetry, rhetoric, and other kinds of prose. He also gives metaphor a special
place of honor in word play or the to and fro of true conversation. However, in
this particular quote, Gadamer emphasizes rhetoric, not openness to another's
views. Openness is necessary in order for a person to change as in a "fusion of
horizons."
My metaphor for the next participant is about as far from a "fox" as one
could go. Alicija Janiczek worked as a physical therapist in Poland for one year
and then, following her husband to the United States, in a nursing home for
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three years. At the outpatient clinic in Poland where she worked, the average
age of patients was about 35, with an age range between 20 and 60 years old.
Alicija expressed how she felt about working with the elderly, as opposed to the
varied age group she worked with in Poland. Of elderly patients she remarked,
"I would say they are harder to work with, and progress I can see it's a little bit
slower, because of aging problems, but they have so many different diagnoses
that I still enjoy working with them. They are different."
She seemed open to a conversation with those who are "different." The
metaphor I would pick for Alicija Janiczek in her relationship to the elderly is a
young sapling tree that is just beginning to have to bend in order to grow in
service. She is now dealing with people who are older, slower to recover, and
of a different culture and history than those she treated in Poland . Patients
don't stay in the nursing homes as long as they used to, and because of this,
Alicija also has less time in which to give the capacity to function to her patients.
She seemed very driven to do her labor in a professional way.
Asmund Nanda, an Asian Indian dental student at the University of the
Pacific Dental School was training to take the dental boards to be licensed in
the United States. He has a keen interest in the understanding of other cultures
and is not himself in one particular religion. He has spent time traveling around
the United States and Asia. I asked him about dentistry and medicine in other
parts of the world and how it compares to that in the United States. Asmund
said that in Russia, for instance, medical and dental treatment is much more
geared to pain relief, rather than cure of disease, as it is in the United States.
Since his father's death, however, he does not travel as much because
he is responsible for his mother, who now lives with him. He then remarked,
"The Asian Indian heritage and culture have much more respect for elders." He
affirmed that he would carry the Indian culture with him no matter where he
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goes. Asmund stated his belief, nonetheless, that dentistry and medicine were
becoming much more multicultural in many countries. The United States has
traditionally lumped many cultures together for statistical purposes. This has
limited medicine and dentistry in the United States to Caucasian and African
American males. Asmund remarked that "In the United States you read about
ways of giving money to children in trusts. You would never read that in other
cultures." I felt by this statement he meant that the other cultures were much
less focused on money or that there were other deeply seated regulations
imbedded aspects of the culture regulating the inheritance of money . His
historical pilgrimage has made Asmund multicultural in empathy and history.
I would select for Asmund a very historical and cultural metaphor, a
beautiful Louis XIV tapestry chair, because he is a refined, well-dressed man,
and yet he offers service and purpose to others. Asmund is multicultural and
metacultural, in that he doesn't identify with any particular religion, and yet his
Indian culture is deep.
My conversation with Somporn Rungreangkulkij, a Thai nursing student
in a psychiatric nursing Ph.D. program, occurred at the library of the University
of California, San Francisco. Although she had limited time during our
conversation to describe her past, she sent me a curriculum vitae. Somporn
has quite a broad academic background, but the paper she sent, entitled
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Health Beliefs was different from American psychiatry Her health beliefs are
very much related to Buddhism and folklore as a holistic approach. I adopted
the metaphor of a duck out of water for her. Somporn was just then getting
accustomed to the United States, because she had only been in the United
States for a year and a half. Somporn remains very Thai, but Asmund seemed
very multicultural. She combined scientific and meaningful discourse during our
conversation.

76

The metaphors given by seniors, health care providers, an ethicist, and
two people working with the dying are powerful in getting at the essence of the
history of an individual. The most revealing metaphor was Heejong Kim•s,
choice of a cat as a metaphor for herself. Yet she said later in the conversation
that she preferred dogs, which I believe means she does not particularly like
what the American way of life has done to her. In this instance, culture and
tradition affect health care for the elderly in a very indirect manner. American
culture made a Korean nurse much less trusting and perhaps less
understanding of her American patients• needs.
The use of metaphor to reveal personal history, whether explicitly or
implicitly can be very important in connecting people or reaching new
understandings between people. This is true because it is taking a risk and
being open that brings one to the truth and changes both conversation partners.
It is only in reaching new understandings that one can make the proper
changes one needs to become more effective in giving or receiving care. This
facilitates working with culturally diverse elderly people in their health care.
I have presented my conversation partners using metaphors. Next, I will
look at the role of culture in relation to health care of the elderly

Culture
In moving from the category of metaphor as a representation of the self to
the category of culture, this discussion becomes both more specific and broader
in perspective. Having presented the kind of people involved in this research,
the conversations are now much broader than one person talking about him or
herself with respect to personal history or metaphorical identity. Here I use the
term culture, to mean. ideas, customs, skills, and arts of a group of people
(Webster•s New World College Dictionary Third Edition 1994: 337).
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An appreciation of the significant role of culture both in understanding the
elderly and in helping the process of their healing is critical for health care
professionals and lay people, as well. In few cultures besides the United States
is medical care administered in an aggressive way with little concern with the
body's ability to heal itself. In great contrast to this, Native American culture, for
example, has long emphasized spiritual and environmental wellness. or illness,
in maintaining the health of the elderly. The same approach was revealed by
participants of the Polish, Jewish-Asian, Iranian, Korean, Asian Indian, and Thai
backgrounds in my data.
Gadamer (1994: 37) defines culture hermeneutically as refinement of
tastes within the judgment and customs of a group of people:
Thus the contrary of "good taste" [culture or cultivation] actually is not
"bad taste." Its opposite is "no taste." ... The phenomenon of taste is an
intellectual faculty of differentiation. Taste operates in a community, but
is not subservient to it. On the contrary, good taste is distinguished by the
fact that it is able to adapt itself to the direction of taste represented by
fashion or, contrariwise, is able to adapt what is demanded by fashion to
its own good taste. Part of the concept of taste, then, is that one observes
measures, even in fashion, not blindly following its changing dictates by
using one's good judgment. One maintains one's own "style" ---i.e., one
relates the demands of fashion to a whole that one's own taste keeps in
view and accepts only what harmonizes with this whole and fits together
as it does.
To Gadamer then, culture, or taste, is an evolving phenomenon that requires the
good judgment of an individual. This concept is punctuated by a sensitivity to
the community, rather than by a subservience to fashion. Gadamer thinks that,
in the end, even though one's own style or fashion is used in creating a culture
of good taste, this should be done in a way that harmonizes with the community.
Metab Jafar-Fesaki seems to enjoy her professional life and working with
people a great deal. She relates:
I'm busy but this guy needs someone to talk to. So I have times when I
had to stop by the room and usually they talk a lot, which is fine. I just sit
down at the end of the bed and ask them if there is anything I can do. I've
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bought toothbrushes and little things for my elderly patients because no
one else was available to do it. ... I'm very impatient, I'm a very impatient
person. If I have to do something, it has to be done now. I can't wait until
I have time or tomorrow. It has to be done right away. That's why I have a
hard time sitting in a class all day.
In explaining why she chose to become a Pharm. D., or clinical
pharmacist, Metab stated:
The reason I did the residency is that what I want to do is patient care.
And it doesn't matter where .... it could be in a nursing home, it could be
in a hospital. But I want to be more involved when they are making the
decisions. I want to be more involved, basically, the clinical aspect. ... I
don't want to be the one who just wraps the prescription and gives it to
the patient.
She seemed very eager to be on the decision-making side of pharmacy. From
my observations as a clinician in a nursing home, I found that physicians really
depend on a pharmacist with a Pharm. D., when one is available, to make
certain that dosages are correct for a patient. During the two years that I worked
with a geriatrician in a New York nursing home, he told me: "Treating elderly
patients is like walking a tight rope, when it comes to medications. It only takes
a few milligrams of a medicine to throw their physical and/or mental equilibrium
off -balance."
Metab succinctly pointed out the differences between the individualistic,
profit-driven, medical care for the elderly in the United States and medical care
in her Iranian culture, which centers around respect for the elderly. Because of
this cultural background, Metab seems to be dedicated to and empathetic with
her patients, particularly her elderly patients, who often need more attention. I
don't feel Metab is more dedicated than American practitioners, but she struck
me as extremely energetic and mature for her age. From our conversation, I
would say that Iranian culture concerning health care is less individualistic than
that of the United States. Metab continued to practice health care heavily
influenced by her Iranian heritage despite the fast pace of her work.
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I would think that this role of clinical authority is not common for women in
Iran, considering the political climate there now. There may be a certain
number of women in authority but it is probably not as common as in the United
States. The combination of nurturing, a feminine quality in most cultures and
authority, a masculine quality in most cultures in health care is probably not as
common even in the culture of the United States as it once was, because of
managed health care. Metab is contributing something of great value to
American culture while she is here. She indicated that returning to Iran might
be of interest to her at a later date.
Ricoeur (1984: 38) takes a utilitarian stance on culture, one not far from
Gadamer's attitude, quoted previously:
As a function of the norms immanent in a culture, actions can be
estimated or evaluated, that is, judged according to a scale of moral
preferences. They thereby receive a relative value, which says that this
action is more valuable than that one. These degrees of value, first
attributed to actions, can be extended to the agents themselves, who are
held to be good or bad, better or worse.
This definition is quite similar to the examples of the culture of conversation
partners shown in this chapter. Differences in culture really are relative to the
circumstances and history of a group of people.
Conversations with Jim Lamente, the elderly Native American, connected
his personal story with the story of his culture and with the theme of health care
for the elderly. As with Metab, the concept of respect is central to healing of the
elderly, as Jim experienced for himself. In his personal story, Jim always had
some unidentifiable emptiness and had never felt wholly secure in who he was.
His way of dealing with this was to work harder and harder. Jim was dismissed
from his firm and then was hired by the Malibu Nation to build a power plant.
However, the contract for the power plant with Pacific Gas and Electric did not
become a reality. Jim was then hired by the Intertribal Friendship Council and
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moved to the Bay Area. His concise statement was important for the
understanding of the philosophy of the Zuni tribe, and of Native Americans in
general.:
Jim related what Indian pride really stands for:
Indian pride is to have acceptance, total acceptance of who and where I
am at, at this point in life. Also respect is total respect of myself as well as
my fellow man. We describe that as experience. I had to go back to the
Zuni to learn. I feel I am educated. These people aren't and must have
a hard life. That's the kind of experience every individual has to go
through. Nothing else matters. It's neither good or bad; it just happens.
That's what it's all about.
Although he was Apache, he returned to his Native American roots through the
Zuni tribe. Heidegger (1962: 383) recounts: "The Being of Dasein has been
defined as care. Care is grounded in temporality. Within the range of
temporality therefore, the kind of historizing which give existence it definitely
historical character, must be sought." Here Heidegger characterizes Jim's
concepts of respect for all humanity, experience and education. Jim's personal
story implicitly relates the "thrownness" of Dasein (being thrown into existence
with presuppositions) of which Heidegger speaks, to the history of Native
American culture itself particularly the experience of upheaval, dispersion, and
maltreatment.
Relating other characteristics of his people's culture and current situation,
Jim said that most Indians live in rural areas and maintain a low profile. He said
that the Caucasian urban society does not contribute to the well-being of the
Indian. Caucasian society is restrictive because of the color discrimination. It is
also restrictive because people in government don't educate the Indian in the
correct fashion. The dominant white races, he feels, get the first crack at every
good job. Rural Indians are looking for ways to benefit their children. Jim feels
that the Indians lost their land because Europeans and others were smart
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enough to divide and conquer the Native American. They got the tribes to fight
among themselves an then took their lands.
Another method used by the whites was to transport the Indians from the
southern United States on what is called the Trail of Tears, to Oklahoma Indian
Territory. According to Jim, the Caucasian conquerors infected blankets with
small pox, for which the Indians had no immunity. Approximately seventy-five
percent of the Indians died.
Jim also blames the loss of their lands on the innate accommodating
nature of Native Americans. Sounding like an ethnographer, he also stated that
to be successful, he feels that Indian people need to work with Indian people,
rather than working with people of other races He believes that only an
American Indian can understand another American Indian. Interestingly both
older Native Americans I conversed with used the terms Indian and white man,
instead of the more politically correct Native American and Caucasian.
Perhaps younger Native Americans would use these later terms.
Ethnology is defined as the branch of anthropology that deals with the
comparative cultures of various peoples, their distribution, characteristics,
folkways, and so forth. (Webster's New World College Dictionary Third Edition
1994: 337).
Heidegger's ideas on ethnology illuminate Jim's discussion of the central
importance of religion in Zuni culture and health care. Heidegger (1962: 367)
says that:
heretofore our information about primitives [cultures] has been provided
by ethnology. And ethnology operates with definite preliminary
conceptions and interpretations of human Dasein [existing] in general,
even in first "receiving" it material, and in sifting it and working it up.
Whether the everyday psychology or even the scientific psychology and
sociology which the ethnologist brings with him can provide any scientific
assurance that we can have proper access to the phenomena we are
studying, and can interpret them and transmit them in the right way, has
not yet been established.
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So much information has been collected by ethnologists and ethnographers
who simply observe behavior, record it, and do not take into consideration the
thrownness of Dasein or being thrown into existence with presuppositions. This
is where hermeneutical thinking provides a greater understanding of the data of
ethnology as Heidegger (1962: 367) proposes:
Ethnology itself already presupposes as its clue an inadequate analytic
of Dasein. But since the positive sciences neither "can" nor should wait
for the ontological labors of philosophy to be done, the further course of
research will not take the form of an "advance" but will be accomplished
by recapitulating what already been ethically discovered, and by
purifying it in a way which is ontologically more transparent.
In this passage, Heidegger warns that ethnologists provide a picture of a culture
studied that can be colored by scientific psychology and sociology. The key for
him is the way in which ethnographers view Dasein or being in the world.
However, Heidegger thinks that the ethnographers interpretations can be
modified, after the fact, to reflect true meaning.
In describing Zuni culture, Jim related that many Indian tribes go through
sacred sweats, which always include men and sometimes women. Many
dances done at the sweats are very sacred. The Indian religion however, is not
looked upon as sacred by other cultures, according to Jim. He also reported
that the Zuni religion, their ceremonies, and their ways of celebrating have not
changed for centuries. This religion goes on seven days a week; It's not a
"one- day deal" like many religions. Indian religion permeates their culture,
their health care, their "being in the world." Perhaps surprisingly, a Zuni can be
Roman Catholic and incorporate that into his life with great harmony.
Interestingly, he chose to use Roman Catholicism in his illustration, because
Indian ceremonies and Roman Catholic Masses are full of images and ritual.
These practices exemplify quite strikingly Gadamer's point on "maintaining
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one's own style"' and accepting only what "harmonizes with the taste operating
in the community, the whole."
Another surprise was that Jim uses white physicians and has only been
to a medicine man twice in his life. Nonetheless, he feels that he gets his
spirituality from interaction with other Indians. For instance, the medicine man
opens a person to the environment around himself or herself and lifts them
spiritually. Apparently these elements are not found in Western medicine by
Native Americans, yet some are not averse to the skills, customs, and
technology of the Caucasian United States. There is very much of a
Gadamerian "conversation" taking place between medical cultures in Jim's
experience that makes what might be more ethnological and "ontologically
more transparent".
Somporn Rungreangkulkij, the Ph.D. candidate in nursing, spoke on the
meaning of health and illness in Thailand in her paper,

MY Health Beliefs.

Like

Jim, she emphasized holistic approaches to medicine:
We believe that a healthy person is a person who has a strong body, can
eat and sleep well, is free from illness or disease, has mental and
emotional well-being, is socially accepted and has the ability to do daily
activities. When a person has a sore throat or mild fever, but can not do
his daily activities and can not get better by himself, we would say that he
is uncomfortable. Illness is the inability to eat or sleep well or the inability
to do daily activities by himself.
These definitions are not that different from those used in the United States.
Somporn next reflected how members of Thai society views the reason for
illness:
If a person did such things as visiting a new place and got a high fever or
chill, the person got that because he showed inattention or disrespect for
the guardian spirit or devil. Some people believe that they are ill because
of something they did in last life. To treat this, they will go to see a monk
or spiritualist to help them free themselves from their misfortune. If a
patient has a chronic illness or trauma, some people believe it is
because his name has some bad letters. To cure this he has to change
his name. In this case he will consult a monk for a new name.
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These cultural attitudes toward health care in Thailand differ from those
in the United States, where such "spiritual" and "superstitious" beliefs are
absent from the mainstream of Western mental health care. Since this
information was provided by a nurse, a Ph.D. candidate, it legitimized the more
holistic approach to medicine by health care providers in Thailand. Since
Somporn is primarily involved in mental health care, one may see the
intertwining of the psychological and spiritual in the Thai culture. Even clinically
trained individuals bring their culture into health care. This is true also of their
definitions of wellness, discomfort and illness. In the United States, religious
and spiritual beliefs are not supposed to be "imposed" on a patient. In our
conversation, Somporn also made some statements about Thailand's
socialized health care and its problems, which are somewhat similar to those of
the health care system in the United States:
Although this intertwining of psychological and spiritual elements in Thai
medicine is intended to promote healing, nonetheless the shame that comes
from having relatives with mental health problems seems to be common to
Asians (Lieu: 1985: 350). The Thai people have circumvented that problem
somewhat by the placement of the psychiatric service in a general hospital.
This is done in the United States to a certain extent, but not exclusively:
SR: Yes ... the patients who have a psychiatric problem, now they don't
need to go to a psychiatric hospital because it's a stigma in Thailand. So
they don't want to go to the psychiatric hospital. So now we try to do that
so we have a psychiatric service in the general hospital. ... or they go to
the monk or go to the temple and use holy water.
The negative Thai attitude toward mental illness appears to be in conflict with its
otherwise holistic approach, tending to separate to some extent the
psychological and the spiritual, the hospital and the temple. It remains to be
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seen whether or not these two horizons will remain fused in Somporn's
experience if she remains in the United States.
In the following section on Native American education as cultural
transmission, I would like to compare and contrast the conversations of two
participants, Muriel Blacksmith Wakazoo and Jim Lamente. The insights of
Edwards and Egbert-Edwards (1990: 146) on general characteristics of Native
American culture are helpful in interpreting the participants' cultural
experiences. These investigators list the general characteristics of Native
American culture as follows: appreciation of individuality with emphasis upon
an individual's right to freedom, autonomy, and respect; group consensus in
tribal or village decision making; respect for all living things; appreciation,
respect, and reverence for the land; feelings of hospitality towards friends,
family, clanspeople, tribesmen, and respectful visitors; an expectation that tribal
or village members will bring honor and respect to their families, clans, and
tribes; and a belief in a supreme being and life after death. Indian religion is the
dominant influence for traditional Indian people.
Muriel Blacksmith Wakazoo, the Native American activist, spoke of her
days on the reservation growing up with her grandparents:
MW: As a little girl I was happy. Because my grandfather and
grandmother, their culture, they take the first child of each family and they
keep it. I happened to be the first of my family, so I spent a lot of time with
my grandfolks and they taught us and we were supposed to go out and
teach the younger ones.
Ricoeur (1992: 43) feels that discourse is very important in hermeneutics. He
defines hermeneutics as "the theory of the operations of understanding in their
interpretations of text. So the key idea will be the realization of discourse as a
text." According to Manson and Callaway (1990: 72,77), rural aged
populations, both Indian and Caucasian, are more likely to be living in a family
context (i.e., with close relatives) than are their urban counterparts. However,
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for both populations, the older an individual is, the less likely it is that he or she
will be living in a family. Generalizations about family support must be seen in
this context. In fact, poverty may be one of the major determinants of extended
families; elderly Indians live with their children and grandchildren, not only
because of cultural norms but to share and reciprocate scarce and irregular
resources. This does not speak well of the health care provided to elderly
Native Americans because it is so costly in terms of resources. Providers
should not expect all Native Americans to be the same. The elderly may or may
not be living with family. There will be some changing of gender expectations
and some elderly Indian patients will have fear because of the "foreign"
language being spoken.
Because Muriel lived in rural South Dakota in close proximity to her
grandparents, she was able to be the funnel of culture to her siblings. It is in this
way that indigenous peoples preserve their culture of everyday life, by passing
it on to the next generation. In comments about her war bonnet, Muriel
exhibited awareness of gender differences in Native American culture:
MW: I just was hesitating, you know, thinking, God, you know--to me a
war bonnet for me 'cause it was always for male leadership .... Then I
got kind of some flack about it and they said that women don't wear war
bonnets and all this .... So I called the Ricarat tribe and asked them and
they said "Oh no, that's our culture. We give somebody that we think is
the highest honor we give him [or her] a war bonnet. That's our culture."
Thus the content of Indian culture varies from tribe to tribe and yet there are
many similarities. Differences in gender expectations are embodied in her war
bonnet. This concept of honor and respect are two of the characteristics
mentioned by Edward and Egbert-Edwards.
A time of cultural crisis for Muriel was leaving the reservation:
MW: So when I first came to California [from the reservation in South
Dakota], I was lost. I thought I was in another country. And I'd come and
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go on the street and I'd hear all this other language. It was scary, for the
first time.
It was as if she had lost her culture and her country, as if she were speechless
with fear. Muriel no longer heard her own language, understood in the broader
sense as symbolic and representative structures, as Ricoeur (1974: 78) puts it.
The cultural barriers between Native Americans and Caucasians were at first
wider and more alienating than Muriel had expected. Even her earlier
immersion in her culture did not prevent this. It is for this reason that access to
preventive health care, much less emergency health care, is minimal for many
Native Americans. Culture is a reflection of expectations of peoples living
together.
A very different approach to cultural education than that of Muriel's
grandparents was taken by Jim Lamente's parents. Jim recalled,
I didn't know other people [than Indian] except maybe the white folks that
were with the government, but the rest of the people were all Apaches or
Native Americans. And then we later moved up to Fort Apache and then
my folks were transferred to San Carlos Reservation .... So of course I
went with my folks, and during that time I went to the public school, and
they taught in Indian schools but they wished me to go to the public
school. I later went to a Presbyterian academy in Utah, spent four years
there and went on and got my education degree. And after a little time on
the reservation I went to Arizona State and got my engineering degree.
Interestingly, Jim's parents, who were teachers, chose public schools for
their child rather than teaching him themselves. During this period of great
discrimination against Native Americans, perhaps his parents thought that the
best way to provide a good future for their child was to integrate him somehow
into the Caucasian society. The two approaches, that of Muriel's grandparents
and that of Jim's parents, guided or formed the future of each child. Jim
Lamente gradually left his culture, avoiding the culture shock experienced by
Muriel. Jim followed the Indian cultural trait of autonomy to its logical
conclusion but needed to return to an Indian tribe and his culture for a kind of
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healing, along with suffering. The unexpected outcome in Jim's case is that, in
the end, he returned to his own culture where he could have suffered indignities
and abuse. Evidently, it was worth that to get back to his own culture. If a health
care provider were to try to provide health care for these two people, he or she
would have to have a conversation with each to get a sense of their cultural
attitudes. Muriel, the activist, would require some working with. Sometimes
work with a medicine man should be included. Jim would be more
approachable because of his acculturation to Caucasian society. This would be
true even though he is again immersed in his Indian culture.
Issues of social and cultural isolation arose in many conversations. For
example, I asked Heejong Kim, the Korean Ph.D. student, if she ever felt
socially isolated. She responded with a verbal picture of being torn between
the cultures of the United States and Korea:
HK: I guess I feel torn, because I mean if I go home now it is very
different. I feel like here, where I am staying is home. Because I've been
here [in the United States] so long and then I go home and I see my
friends and professors. And all the people I know. But it's very different,
very different than I'm used to here. So I feel like I'm different there. And
when I came here I still again feel I'm different. You know what I mean?
I said "So you're torn between two countries and cultures." She replied, "Yes,
exactly." She was in a confusing state that might be called cultural
"displacement" Heejong struggled to explain and to understand. Ricoeur
(1978a 150) describes such a process as a dialectic in which " ... explanation
and understanding would not constitute mutually exclusive poles, but rather
relative moments in a complex process called interpretation."
Heejong's poignant "you know what I mean?" suggests the point in a
story when, Ricoeur (1978b: 64) suggests" ... interest in what follows --'And
then?' asks the child--is replaced by an interest in reason, motives, causes-'Why?' asks the adult." Heejong was also seeking to be understood by the
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researcher, myself a representative of the "foreign" culture. The rapid-paced,
private enterprise culture of the United States is comfortable to most who are
born here. To a Korean nurse from a slower paced life, that is distinguished by
respect for others, especially the elderly, the culture in the United States could
seem very foreign. Heejong seemed quite acculturated, but somewhat of an
enigma. I am sure that she is quite comfortable delivering health care to the
elderly. However, she was an emergency room nurse and was trained in acute
care. Emergency room providers tend to be very good at acute care but are
sometimes ill-suited to treat the chronic ailments of the elderly. She seemed
overwhelmed by the cultural differences in health care delivery between Korea
and that in the United States and was struggling to reconcile the two. She was
definitely socially isolated which does not help with her empathetic, kind, health
care delivery to elderly patients.
In comparing health care in the United States with that of her native
Poland, Alicija Janiczek, too, expressed concern about issues of individualism
and community. I asked Alicija to compare American individualism with Polish
culture:
LL: People of the United States feel like they're not part of a group.
They're individual. ... Do you have that feeling about the American
culture?
AJ: Some. Cause I think family back home is very important. So
everything is, any decision made by family and for the family. It's not only
one individual. It's possible but it's usually for the family, that's how it is.
LL: For the good of the whole family.
AJ: Right, exactly.
Alicija thought that physical therapy in the United States, particularly under
managed care, is done for much too short a time. She felt that it is better to go
more slowly as they do in Poland, which has socialized medicine. Compared to
the United States, Poland's facilities and equipment for use by physical
therapists were antiquated and in short supply. Alicija also believes that
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American physical therapists have better clinical experience before they go to
work. In Poland they have much more theory and much less practical
experience. Alicija seemed not to be "torn" between two cultures, as Heejong
was, but to be evaluating the various strengths and weaknesses of each culture
as a way of understanding.
Jaima Dwyer seems to have gone much further than either Heejong or
Alicija in integrating elements from various cultures into her health care
practice. She describes a very integrative and multicultural approach to
alternative health practices:
.the Japanese that come here want to go to Japanese practitioners and
the Chinese want to go to Chinese practitioners ....They approach it
very differently.... In fact I think the Chinese patients I see would rather
go to a Caucasian than any other. .. I know a lot of Chinese older
population have come here and want to forget anything that has to do
with the East that isn't Western. I mean they want to keep their culture-their food and their culture, but they just go for Western medicine and a
Western career.
Jaima explained the culture of her acupuncture school, which had Chinese,
Japanese, and Caucasian instructors, and a growing number of chiropractors
as students:
the Mai Gee College of Oriental Medicine. It comes from a school in
Japan .... The Mai Gee era was when Western medicine was alive in
Japan. So that the school of acupuncture is called Mai Gee. And their
goal is to integrate Western medicine and acupuncture. So they brought
the school over here with that intention.
One of the things that has made America a great nation is this infusion of new
ideas that people of other cultures bring with them. Heidegger (1962: 430-431)
defines culture in terms of history and time: "Further 'history' signifies the totality
of those entities which change 'in time', and indeed the transformations and
vicissitudes of men, of human groupings and their "cultures." Here, I believe
that Heidegger is pointing out that true change is human. We can recognize
that and let the commonality of time work in solving the problems of humans.
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Time eventually helps mold cultures in such a way that we are able to live with
each other in a civilized and respectful way.
We have found that culture means different things to different participants
as well as theorists. Gadamer feels culture is "good taste" or good judgment.
He also feels that we must come to a "fusion of horizons" or change individually
as we understand our fellow humans. We have also seen that certain persons
may become socially isolated and culturally isolated. Others are well grounded
in their native culture as well as American culture. There are also those who
have become so acculturated to Caucasian culture that they find they must
return to their own. Heidegger warns against ethnologists merely recording
culture through simple observation. Most do not take into account the
throwness of Dasein, or being thrown into existence with presuppositions.
Ricoeur feels that culture should be judged by degrees of values, which, for
better or worse, can be attributed to each person in a culture.
Next I will discuss respect for the aged, as a subcategory under culture,
as it was brought in my conversations.
Respect For The Aged
When the subject of respect for the aged was broached by a conversation
partner, usually it pertained to the appalling lack of respect by younger people
for the elderly in the United States. This is a puzzling phenomenon probably
linked to the fierce competitive economic attitude of working adults in the
United States. It also has to do with the different set of values we see among
the young people of this nation.
One might expect that in Asian cultures, where respect for their elders and
ancestors are so important in their religions to hold their elderly people in high
regard. However this subject also surfaced in conversations with the
pharmacist from Iran and the physical therapist from Poland. The participants
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from Iran and Poland pointed out that their native cultures had much greater
respect for the aged than that of the United States.
Heidegger (1962: 192-193) defines respect in relation to understanding.
This understanding is what one must do in order to have respect for the aged.
He postulates: "When entities within-the-world generally are discovered along
with the Being of Dasein--that is, when they have come to be understood--we
say that they have meaning .... Meaning is that wherein the intelligibility of
something maintains itself." If what Heidegger says is applied to the problem of
lack of respect for the aged in the United States, then one could say that many
people in the United States do not take the time to understand the meaning of
their elderly relatives. Heidegger (1962: 7) explains that "Being lies in the fact
that something is, and in Being as it is; in Reality; in presence-at-hand; in
subsistence; in Dasein (existence); in the "there is." In the first quote, Heidegger
says that people who have the "Being of Dasein," or the being of existence,
have meaning and worth. So I extrapolate that every individual, particularly the
older adult, who has lived a long life and is a precious resource is to be
respected. This has to do with family obligations, cultural values, which has a
hidden economic basis that is connected to rural and urban life.
Metab Jafar-Fesaki was asked how Iran's culture or customs were
different from those in the United States regarding medical care for the elderly.
She fervently pointed out profound differences. While the Iranian people show
great respect and concern for their elders, many families in the United States
institutionalize their chronically ill elderly instead of treating them with kindness
and respect.
LL: What would you say were the main cultural differences in let's say
overall medicine for the elderly.
MF: In the care of patients. Oh, major differences. In Iran you don't have
too many nursing homes. In Iran elderly people are treasures of the
family. If you have a grandpa or grandma, people sometimes fight over
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them to keep them in house. It's like an honor for a daughter or for a son
to save, you know so [other] people aren't taking care of my eighty year
old father or mother. My grandpa, he's eighty-two years old, he lives with
my aunts, they're not married, and my uncles. I mean he's getting good
medical care and they take [him] here and there. He's very involved in
the decision making. He's very involved in everything that goes on at
home.... he's honored.
Iran. culturally steeped in fundamentalist Islam, is an example of a nation that
honors and cherishes its elderly people. The wisdom and input of the elderly in
the United States is now an untapped resource that unfortunately is too much
of a bother to the young of this nation. One of the Ten Commandments is honor
your father and mother. In Iran this is more important than in the United States
where there has been some devaluation of religion.
Metab pointed out here that Iranian respect for the elderly leads the
family to provide for all of their practical needs, including health care, rather
than institutionalizing them. In turn, this honoring of elders brings honor to
daughters and sons. Thus the culture and the family are strengthened. Elderly
people, Metab said, are "treasures" in the home that give both the elder and the
family meaning and honor. The "intelligibility," as Heidegger says, of the
extended family rests on this "treasure." Iran, culturally steeped in religion, is
quite different from the United States. In contrast, the wisdom and input of the
elderly in the United States, although originally like that of Iran, based on the
Ten Commandment, is an untapped resource that unfortunately is too much of a
bother to the young of the United States.
Ricoeur (1992b: 227) discusses the meaning of respect-- the good that
can come from it, and how to tell if an action is good and respectful:
On the basis of these desirable characteristics and the apparent good
which corresponds to them, it is possible to argue about the meaning of
an action, to argue for or against this or that interpretation .... What
seems to legitimate this extension from guessing the meaning of a text to
guessing the meaning of an action. I put my wants and my beliefs at a
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distance and submit them to a concrete dialectic of confrontation and
opposite points of view.
Here Ricoeur gives us a simple way of legitimating our actions as good and or
respectful. We should expose them to very different points of view.
Alicija Janczek's conversation illustrated just such an encounter with a
very different point of view on health care of the elderly. She contrasted the
treatment of the elderly in the United States with that in Poland in this way:
AJ: Most families in Poland they really take care of their grandmas or
great-grandmas. and they don't send them so often to nursing home as
they do in the United States.... In Poland your parents teach you that
when they are getting older it's your responsibility to take care of them. It
is such a different culture.
Alicija made another interesting observation, this time speaking explicitly
of respect: "One [cultural] difference is that I call them by their first name [in the
United States]. You cannot call by the first name in Poland. In Poland you need
to call them like a Mr., Mrs., if they are older than you." I said" That would be a
sign of respect?" She answered, "It was one of the barriers for me. because I
had difficulty with calling them by their first name." There are many Polish
immigrants in the United States, particularly in the northeast. While in Buffalo,
New York, I had a chance to observe how well Polish elders were treated.
However, since moving to the Bay Area, I have had the opportunity to see that
this respect lasts less than one generation for Polish immigrants. Polish people
are not as neatly enclaved in the Bay Area, as they are in Buffalo, but the
Chinese immigrants are enclaved here.
In contrasting her experience working with young people to working with
the elderly, Alicija commented:
I would say they are harder to work with, and progress, I can see it's a
little bit slower because of aging problems. And they are different. ...
And you need to use a little bit different method for them .... So I think
I've enjoyed working with the elderly. And I know they need help so this
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is first, and most of them don't really have close families. The family
won't take care of them. So they just like to talk. I know that we can help
them a little bit in a psychological way too. It's not only physical therapy..
. . you can feel like a little bit successful if you see progress in those
patients.
These comments remind me of those of Jim Lamente's on Indian pride. He
said that "Indian pride is to have total acceptance of who and where I am, at this
point in life. Also respect is total respect for myself as well as my fellow man."
This senior Native American found great peace and healing in the respect given
to the elderly in Indian culture.
In my conversation with Asmund Nand a I asked:
LL: Would you rather treat the elderly in India or in the United States?
AN: In India It's very historically different. The heritage and the culture
have a lot of respect for elders.
LL: Yes, I was going to suggest that. We are such a youth-oriented
culture. The older people here are not revered like they are in Asia.
AN: Like in India. We would maybe touch our parents feet before we go
to sleep and in the morning when we get up.
In India, as in other Asian countries, adults begin by teaching young people
great respect for their elders. This sort of respect is something so innate to that
culture that it is unthinkable to disrespect the elderly. When Asian Indians come
to the United States they continue this tradition. It seems that Indians, like other
Asians, tend to live in enclaves once they get to the United States because of
the roots to their culture, familiarity, and mutual support.
This is a very complex issue. Institutionalization of the elderly in and of
itself is not disrespectful. In the institutions, however, the caretakers are not
always respectful, or even kind. This is true in nursing homes, hospices and
acute care facilities. There are various historical reasons for this: the movement
of women into the workplace, the dissolution of the nuclear family, single parent
homes, and the high divorce rate. Respect for elders was once an integral part
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of American culture and is not by any means absent now, especially within
religious or traditionalist families.
This subcategory shows that respect for the aged is something to which
other cultures in the world adhere strongly. Americans for many reasons, have
lost some of this respect. This has and will continue to cause rifts between the
generations. Ricoeur (1992b: 55) speaks of actions and the agents of those
actions by explaining "Actions have agents, who do and can do things which
are taken as their work, or their deed. As a result, these agents can be held
responsible for certain consequences of their actions." Ricoeur is concluding
that people are responsible for their actions. We must respect the elderly in
order to retain our self respect.
Physician Demigods
Over my lifetime, I have repeatedly encountered the myth that physicians
are some sort of demigods who possess secret, special knowledge and great
power. Certainly, in most cultures, physicians are considered figures of
authority. Some cultures regard them as wise, but some actually treat
physicians as demigods. Of course physicians should be treated with the
respect due them for their knowledge, experience, and the seriousness of their
life and death responsibilities. However, as a number of conversations
revealed, this respect has been taken to extreme lengths in many countries,
including the United States.
Reinforcing this myth is the special language used by all health care
providers, which is not understood by most nonmedical people. My
conversations with them revealed that the myth is alive and well in two ways: ( 1)
the arrogance of certain physicians and (2) the attitude shown in various
cultures for their physicians as godlike. In the United States, the first element
often remains, while the second has been seriously questioned, or even

97

deflated. American physicians have become so specialized that it is almost
impossible for them to keep current in their own field. More and more people in
the United States are also getting second and third opinions on their health
care. Both of these facts tend to deflate the myth of physician demigods.
But other cultures retain the attitude that respect for physicians as
godlike, is often reinforced by religious and philosophical beliefs. For instance,
Buddhism and Hinduism teach a fatalistic approach to life. They teach that the
totality of a person•s actions in any one of the states of existence is thought of as
determining his or her fate in the next stage. In other words, what one did in the
last life determines what happens in the present life. The conversation with
Asmund Nanda illustrates this point. He explained the particularly Asian Indian
attitude that the view of physicians as being godlike takes:
AN: In India there is a lot of respect for doctors to the extent that the
patients think they are next to god. You cannot commit a mistake as a
doctor, for example, a patient passed away. They would think god
wanted it to happen that way .... you would say that is my karma.
LL: In other words it's kind of a resignation to life events.
AN: Yes, you would say, it•s my karma, it•s my previous life that I am
paying for now. It's not the doctor that he is not taking good care; it•s the
Hindu mythology that is behind all of that. lt•s because of my bad deeds
that today my tooth is paining.
Asmund described the way in which Hindu philosophy causes Asian Indians to
blame evil actions in their past lives for real mistakes made by medical care
providers. The weakness or absence of religion in the United States is the
opposite of the strong state of religion in India.
This is in sharp contrast to patients in the United States, who are often
quick to blame their caregiver for any problems they develop after treatment.
This mentality which, of course, is fostered by attorneys, who profit by litigation.
This leads to less trust between the medical provider and the patient.
Although American physicians themselves are now sued more frequently
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than ever for malpractice many continue to be arrogant. Metab Jafar-Fesaki
recounted arrogance on the part of physicians in the United States, especially
surgeons:
MJ: Even if I have to make a recommendation, I just go to the surgeon
and say this is what I want and this is how it should be done and I can
definitely start to notice that some just look at me like, who is she? Or they
go, have you already talked to my intern?
LL: Yes, interns.
MJ: Then to the resident. And I don't have time for its part and I say no I
didn't because I don't have the time. Do you want to do this or don't you?
If the answer is yes or no, they say so.
Clearly a free and accurate flow of information and knowledge is being
inhibited here. Understudying, in Gadamer•s sense, is not possible because
the necessary questioning is being blocked by myths about physician status in
relation to other health care providers.
The question of power and authority is at the heart of the myth of
physician demigods. Gadamer (1994: 278) says that before the Enlightenment,
thinkers conceived authority based upon blind obedience to persons in
positions of power. However, he feels that authority should be based on
something else:
But this is not the essence of authority. It is true that it is primarily persons
that have authority; but the authority of persons is based ultimately, not
on subjection and abdication of reason, but on recognition and
knowledge---knowledge, namely, that the other is superior to oneself in
judgment and insight and that for this reason his judgment takes
precedence, i.e., it has priority over one's own ... Authority in this sense,
properly understood, has nothing to do with blind obedience to a
command. Indeed, authority has nothing to do with obedience, but rather
with knowledge.
This hermeneutical understanding of authority explodes the myth of physician
demigods, because, while the physician is superior in medical judgment,
knowledge, and insight into the patient, he or she is never perfect in these
areas. Thus, seeking a second, or even a third, opinion is often preferable to
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accepting only one physician's recommendation. Gadamer's words also
suggest that if a medical care provider "treats" a patient without educating and
persuading him or her, treatment is a deficit arrangement for that patient.
The final discussion of a conversation in this section is a long one,
because it draws together many of the points I am making. Heejong Kim told a
story of an occurrence at the hospital where she works. Although it is clearly an
ethical dilemma, it is also a classic case of conflict of cultures that could have
had disastrous results. She was a translator for a family that had a
handicapped twenty year old son when they moved here from Korea. He was
quadriplegic and unable to speak. He could get around very well, with his
wheelchair, but had experienced two falls. The second one was so severe that
he had to stay in bed for a long period of time. He liked only Korean food, which
did not help him put on weight.
At first, the American physicians thought that he was being abused
because he weighed so little. However, each member of the family had been
taking care of him, revealed by the fact that he had no pressure sores. After his
hospital stay, the physicians wanted to send him to a skilled nursing facility.
The family would not agree to it. Since the son was nearly thirty years old, the
family thought that he had suffered enough. The physicians insisted.
Heejong intervened and explained that a nursing home would be pure
hell for him because he did not speak English and would not be able to give
instructions to the nurses. He finally went home and died. The family won the
debate, but there was an internal struggle among the family members about
disobeying the recommendations of a physician. Heejong explained:
Because Koreans, I mean, it's funny, kind of. With the doctor say
something [it's like) the gods telling you. So you don't refuse it. Once
your god tells you, you don't say bad, you know. You listen and you
follow. That's how it is. So for them even though they've been here for a
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long time, you know, still they didn't even agree [to his going to a nursing
home].
Heejong was intimating that the conflict for each member of the family was
about disobeying the physician, who is considered a god in Korea. This is a
classic case of conflict of two different cultures affecting individual health care.
In Korea as in India, strong religious beliefs play an important role in deifying
physicians. In the United States the worship of science and technology plays
an important role in the respect Americans have for physicians.
The American attitude, at one time, was similar to other cultures in
deifying physicians. For various reasons, in recent years, attorneys have
reminded us that physicians make mistakes and are human like everyone else.
Likewise, the American public has become more educated in some of the
general techniques of medicine. Unfortunately, this has resulted in attempts by
most physicians to protect themselves from lawsuits by ordering unnecessary
tests and procedures, causing an escalation of health care costs far greater
than that caused by inflation. Now, many physicians in the United States have
lost control of what they recommend for patients to managers, with little medical
knowledge, of health maintenance organizations (HMOs).
Hannah Arendt's (1961: 93) definition of authority provides a useful
contrast to the myth of physician demigods. For her, authority "precludes the
use of external means of coercion, where force is used, authority itself has
failed." She has even more to say about authoritarian treatment of any kind:
Authority, on the other hand, is incompatible with persuasion, which
presupposes equality and works through a process of argumentation.
Where arguments are used, authority is left in abeyance. Against the
egalitarian order of persuasion stands the authoritarian order, which is
always hierarchical. If authority is to be defined at all, then, it must be in
contradistinction to both coercion by force and persuasion through
arguments.
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In relating this to medical care, I would suggest that what she says applies to
hierarchical forms of care, such as we have in the United States, with managers
making the decisions about medical care in health maintenance organizations.
Medical care providers, except perhaps physicians, no longer make decisions
about how much, if any, medical care is granted to a person. Even physicians
are sometimes overruled. Medical insurance managers dictate this, without
ever seeing or interacting with a patient.
In reference to physician arrogance, physician William Atchley asked,
"Did the doctor allow the patient to be a partner in the decision making?
Because these days, the doctor doesn't unilaterally make decisions, or at least
they don't think they do. But the patient is brought in on it to get the patient's
view." Atchley's remarks parallel Arendt's opposition to both coercion and
persuasion as the essence of authority and instead suggest something like
Gadamer's notion of questioning as the way to reach new understandings.
When we question openly, rather than by way of a structured, formulated
process, we engage in a dialectic where the emphasis shifts from right answers
to right questions. The health care provider moves toward understanding as he
or she begins to understand the traditions that surround personal lives,
professions, and culture.
An editorial from the medical journal Lancet, was printed on the editorial
page of the Journal of the American Medical Association (1990: 290) one
hundred years later. It attempts to explain away the lack of physician cultural
sensitivity in 1890. This parallels the cultural assessment of American
physicians by Metab Jafar-Fesaki at the beginning of this subcategory. The
editorial was an explanation of the dwindling number of Native Americans.
After stating that they were not an inferior race, the editor explained:
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If the red men had been a numerous and powerful people, and if the
civilizing process could have been very gradually applied, it is more than
probable that in the course of a score or two of generations some degree
of adaptability to new conditions might have been developed. But the
Indians were comparatively few in number, wholly without association or
union, and they were suddenly exposed to the tremendous impact of a
high civilization. Hence, they have melted away like snow in spring time.
One can see that all along Caucasians thought that Native Americans
needed to be "civilized." This is chilling evidence of the bigotry of the medical
profession at the end of the last century. One could say that this warped
outlook of physicians at that time merely reflected the thinking of most people.
However, physicians are and were the leaders of their communities, and one
would think more knowledgeable and enlightened than society at large.
In this subcategory. We have seen that physicians may behave as demigods in
the United States, but patients are challenging them. In other cultures,
particularly in Asia, physicians are still viewed as gods. The hermeneutic
theories have aided in understanding this authoritarian myth and pointed
toward an alternate, dynamic partnership for the relations among health care
providers, patients, and families. A new understanding of authority and cultural
sensitivity has been sketched.
The next section discusses language. In this category I shall consider
the effect that language had on my conversation partners and has on people in
general.

Language
Ricoeur speaks of Heidegger's theory and goes deeper into the
meaning of interpreting language and discourse.

Palmer (1975: 182)

relates being, like Muriel's, with tradition and history.:
Gadamer and Heidegger would agree, further, that language is the
reservoir and communicating medium of the tradition; tradition hides itself
in language, and language is a medium like water. For Heidegger and
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Gadamer, language, history, and being are all not only interrelated but
interfused, so that the linguistically of being is at the same time its
ontology--its coming into being--and the medium of its historicity.
The important distinction between Ricoeurian hermeneutics and the
phenomenological efforts of Heidegger is Ricoeur's insistence on language as
an indirect route to understanding ourselves. This is "language" used in its
broadest sense, as symbolic and representative structures. This longer route
means that direct understanding of our experiences is not critically reflective.
Ricoeur (1974: 78) attempts to restore critique to understanding. Given the right
circumstances, one can compliment someone in a single sentence and lift their
spirits for some time. Just as easily, one can hurt with the smallest phrase of
criticism. Given the power of such small language events, one may perhaps be
able to glimpse the meaning of Heidegger's (1976: 333) grand declaration that
"language is the house of being and it is by dwelling [in this house] that man
exists." He goes on to explain that the house of being has "come to pass and
been fitted together." In a later work, Gesamtausaabe, Vol. 13, Heidegger
(1985: 244) further ties language with the essence of being stating, "After all,
language remains unmistakably bound to human speech." I would also add
that language and how we use it, are the essence of who we are. Heidegger
was the first to understand and explain the importance of language within our
existence. This is of great help in providing health care for the elderly.
Ricoeur ( 1970: 397) goes further and refers to a mixed discourse,
according to Lock (1990: 42), who explains: "It is a discourse which calls for
more than the language of the explanatory empirical sciences which tend to
dominate our ideas of medicine. This mixed discourse is not a confused
discourse but a necessary one that includes the dimensions of human meaning
and significance as well as that of scientific explanation. This is an important
understanding of the many facets of health care encounters with the elderly
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Ricoeur (1992b: 56) adds to the works of Heidegger and goes deeper
into the meaning of interpreting language and discourse: "To understand is to
hear. In other words, my first relation to speech is not that I produce it, but that I
receive it: Hearing is constitutive of discourse. This priority of hearing marks the
fundamental relation of speech of opening toward the world and toward others."
Here Ricoeur agrees with Heidegger that one must be open to the world
and to others in order to have a true conversation. This involves risk and can
result in Gadamer's "fusion of horizons", or in a change of viewpoint of both
persons in a conversation. A "fusion-of-horizons" is fundamental in
conversations and in the understanding of language and how language should
be used to reach some mutual understanding.
A conversation with Sister Patrice Burns, the patient ombudsman at St.
Francis Hospital, about a patient I treated in my dental office some years ago
illustrates vividly how language is at the core of our very being.

It also

illustrates how, even when a person tells a lie, some truth works its way into our
language:
LL: I told my receptionist to make him an appointment for the next day. I
told her, he won't be back tomorrow because he told me he was a boxer
and I know he lied because he had no scars on his head or neck. The
next day an FBI agent showed me a Polaroid picture of the man. He
asked, "did you know this man?" I said "yes," and he said, "We killed him
yesterday. He was running from an agent and the agent said, 'stop or I'll
shoot.' He didn't stop, so the agent shot and killed him, and we don't
know who he is." The agent told me, 'even when people lie they leave a
little truth in their statements.'
SPB: Oh, my God! How did you know he wasn't coming back, huh?
LL: Well, I figured if he'd lie about his occupation, he wouldn't be back.
My receptionist remembered speaking with the man. She said that he
had mentioned living in a large house in Georgia. He also said he had a
close cousin in Ohio. The agents found that he was an escaped
murderer from the 'big house' in Georgia. He went from town to town
stealing credit cards from boxing gyms. When they found out his name,
they notified his mother who lived in Ohio. The truths kept slipping out.
SPB: That is what happens and you don't realize you're doing it
Because you'd always put in something that's familiar to you. And
hermeneutics deals with language and people's background.
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Sister Patrice summed up what had happened very well and immediately
grasped the concept of hermeneutics. Lying is another instance of language as
a barrier. Truth came out in the conversation with my patient in spite of being
well hidden.
Gadamer (1994: 445) explains how language reveals truth, "From the
relation to world follows its unique factualness. It is matters of fact that come
into language." Gadamer (1994: 378) also articulates the phenomenon
illustrated by the true story above quite succinctly:
What language is, belongs among the most mysterious questions that
man ponders. Language is so uncannily near our thinking, and when it
functions it is so little an object, that it seems to conceal its own being
from us.... we are endeavoring to approach the mystery of language
from the conversation that we ourselves are.
Here Gadamer reveals a characteristic of language, particularly important
when one is not truthful. It "seems to conceal its own being from us." We are so
bound to language that, even when we state fabrications, our very being is so
engaged in what we say that some truth comes through. This is particularly
important for health care providers to consider in encounters with the elderly of
other cultures.
In other conversations, language was a cultural barrier for conversation
partners leaving their native land and coming to the United States, rather than a
symbolic and representative structure for understanding, or a "house of being."
For Nic Santos, the "oak," language was an impediment to moving from
Yucatan to California:
LL: What were the problems coming to the United States?
Trans: He said the biggest problem was the language. Verbally
speaking and trying to find places to live. It took six months
to
learn to read the signs in the Muni system.
Let us step in Nic's "shoes." I can imagine going to Yucatan, where Mayan and
Spanish are spoken. It would be difficult trying to make my way around the
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small villages, speaking English. It would be extremely troublesome to
communicate and to travel without a translator. Even worse, the inflections and
gestures inherent in the Mayan and Spanish language would be completely
foreign to me. It would be arduous to make my basic needs such as food and
shelter known. Think of the difficulties in seeking health care, or emergency
treatment. The health care providers in Yucatan would not know what my chief
complaint was unless I could make it known with gestures.
I know people in the United States who get angry when immigrants do
not speak English. This is particularly true of the elderly immigrant with people
who speak only his or her native language. It is very difficult for older adults to
learn a new language, especially at an advanced age. Since they are not
forced, as a child immigrant to learn English in school, they often learn some
expressions in English but remain more comfortable using their native tongue.
Sometimes language continues to be a barrier even when an immigrant
understands and reads English very well, and to all appearances speaks the
language beautifully. This was the case with the Korean registered nurse and
Ph.D. student. She felt like an outsider, even though there are one-hundred
thousand Koreans in the Bay Area; as she put it, she cannot really get into "the
swing of things."
Heejong commented on the difficulties of speaking a non-native
language:
HK: I studied English in Korean junior high and high school and college,
but you know, speaking was very difficult. Even though I understood the
language when you speak it is different than when you read it. I was very
afraid to make a mistake. Now I don't care. I just say it. But I was afraid ..
. .Sometimes I still, even today, like today I feel that sometimes I can't
really express myself right. Not that I mean to be rude or anything, it
doesn't come out right. When I try to say it politely, it really doesn't come
out right.
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These language problems undoubtedly cause Heejong great difficulty in
her work as a nurse, being a Ph.D. student, and avoiding mistakes all of which
call for her to speak English well. Gadamer (1994: 384) speaks of translation,
"Where a translation is necessary, the gap between the spirit of the original
words and that of their reproduction must be taken into account. It is a gap that
can never be completely closed."
This conversation should make those who think that only English should
be spoken in the United States pause and reflect. Heejong Kim spoke English
beautifully. My guess is that was because her mother was educated in the
United States. I can understand why she feels like an outsider, because of
language difficulties. California has led the nation, with Proposition 209 in
making immigrants feel unwelcome by limiting their eligibility for government
programs. This proposition passed overwhelmingly and makes even legal
immigrants ineligible for what native-born Americans take for granted. This
alone has caused a drop in attendance at most ethnic senior centers that I
visited.
On the one hand, then, language can be a barrier between people and
cultures, through lying, through learning an unfamiliar tongue as an immigrant,
and through ignorance of subtle cultural customs associated with language.
These conversations are all concerned with the English language. On the other
hand, language confers understanding and is associated with various sorts of
power. This is exemplified by the conversations that follow concerning Native
American language. In all cases, however, discourse is an event, as Ricoeur
writes (passim). This powerful insight shows the relationship between
language and our realities.
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Jim Lamente, the senior Native American, pointed out that the Indian
language itself is a description of someone or something as situated in its
environment:
There's a description about Indian language, so that it makes it a living
language. And the only way I can describe it is, if you were speaking the
language in the kitchen and you were talking about this basket, it would
have a totally different kind of environmental description than when you
were in the front room describing the same thing, and yet the Indian
people know what you're describing.
Jim's brilliant use of a house in which people live as a metaphor for language
evokes, implicitly, Heidegger's (1976: 333) enigmatic and profound statement
that "language is the house of being and it is by dwelling (in this house) that
man exists." Language is bound not only to human speech but also to cultural
artifacts and natural objects. In this way, it is, as Jim said so well, a "living
language." There is also a hint here of the notion of the hermeneutic circle, as
described by Gadamer (1994: 258), in which "we must understand the whole in
terms of the final detail and the detail in terms of the whole." Surely the
meaning of a Native American's health care in a modern hospital is very
different from that of the same person's care in a more traditional setting with its
attendant practices, that is, in two very different environments.
Jim continued the conversation with the rather amazing insight into the
way in which religious language, too, is descriptive and situated in an
environment, which in this case is existence itself:
JL: Language is a description; it's living, it lives with the environment of
how that is the existence of something. And that's what prayers are.
Prayers are done in certain numbers, and you say it over and over 3, 4, 7,
times whatever the tribe believes this is the right number and you don't
miss it.
Religious language describes the living reality of everyday existence, but it also
points beyond to "the environment of how that is the existence of something."
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"This is prayer, a special form of religious language." The proper number of
times to say prayers is related to the tribal beliefs and authority in the special
case of the descriptive language of prayer.
Illustrating further the importance of religion to Native Americans, Jim
went on to relate these insights into the descriptive and environmentally
situated nature of one-day-a-week religions, which people do not actually live
Furthermore, a religion that is lived every day, it seems to me, makes life more
peaceful and healthier. This is not true of religions in which people worship
once a week and during the rest of the week behave unkindly and
disrespectfully to their fellow human beings. Again, the holistic quality of Native
American religion is clear.
My two conversations with Muriel Blacksmith Wakazoo, the senior Native
American activist, lasted about three hours each and yielded information and
insights into Native American language and life. She spoke of the land and the
clash with Caucasians, and especially of the power of names. Like Jim
Lamente, Muriel told of the hegemony of the Europeans and of the way in which
they took the land from the Indian by the strategy of "divide and conquer." One
could infer from this that Europeans used language or the labeling of tribal
nations in order to obtain Native American land. This is an example of the use
of language to obtain material goods. The concept of ownership of land was
entirely foreign to Native Americans. They looked to Mother Earth as something
to be taken care of and used only for necessary food, shelter, and clothing.
Muriel inadvertently disclosed that language to Native Americans
crosses tribal boundaries that were in part made by them in dealing with the
federal government. This was in recognition of each tribe as a sovereign nation
by the United State government. Of course this recognition, with accompanying
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benefits, was unfortunately not given to every tribe. Further, she spoke of her
deceased husband as now belonging to another tribe:
MW: Now he's a different tribe. He's an Ottawa.
LL: Ottawa, hm hmm.
MW: Ottawa, Potawatomi, Chippewa, or Sioux it's all the same. They all
speak the same language.
Whereas the Europeans had used language in the past as an instrument to
separate and conquer, for Native Americans language at best unites, not
divides, the tribes. Muriel spoke of her husband in the present tense. I
suspected that she believed that her husband was waiting for her in the spirit
land. Finally, in the spirit land, linguistic differences no longer exist, as "all
speak the same language." This is surely an image of final unity and healing.
Here the past, present, and future horizons seemed to merge in an almost
Gadamerian way.
Names, as in most cultures, are highly significant for Native Americans.
Although in spirit land the tribal names are "all the same," as Muriel said, the
right name is vital in everyday earthly existence. Two stories show the
inherently descriptive and environmentally-situated nature of Native American
names. They also depict a native people trying to hang on to their language
and culture in the face of being overpowered by Caucasian Europeans.
Muriel spoke of the power of names:
MW: Like my son-- Wakazoo: that's an Indian name. It means "northern
light." That's what I've been doing too. I've been naming kids. Because
when you are an elder you have that right.
LL: Oh, I see.
MW: Just about a month ago, I named one little girl with "Apowa" .... I
named her "her people cherish her." That's her name in Indian.
Names show respect for the individuality of the person. The names of the
elderly, too, are characterized by the tribal respect that Native Americans have
for seniors in daily life.
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Muriel's other story becomes almost symbolic of the entire Native
American people in their coming home to their own culture, their own religion,
and their own land:
MW: I have a nephew and he was wild. He got thrown in jail here and
there. And he just got out about six months ago. And he changed his
whole way of life. He went back to the reservation, spiritually. He said
"Auntie I need a name!" I said "Yeah, you do. When you go to Spirit
Land, when you knock on Tucashalot's door and you got to say who you
are and if you don't have an Indian name, how does he know who you
are? So he wondered-- so I observed him and I said that only way I can
name, the only name that comes to me is Young Man Comes Home.
LL: Young Man Comes Home?
MW: Uh Huh. Young Man Comes Home. And that in Indian is
Kushkowaka T egalee.
Names are like language in a broader sense, which, as Ricoeur (1974: 78)
says, is an indirect route to understanding ourselves. "Young Man Comes
Home" is itself a symbol of the young man's identity and of the Native
American's story of "homecoming."
The mention of Tucashalot in the previous story bring to mind Muriel's
fascinating discussion of the divine being and of the being's nature and name:
MW: Tucashalot is what we call him, which means the Great
Grandfather, a name taken from the human family. And the Europeans
said, "Why can't you say God," "Why can't you say the Lord." Why can't
you say Jesus? I said "those words are so cold. -- we know our grandpa
we know what kind of a guy, he's warm ... "
LL: I talked to a Mayan yesterday from the Yucatan and I said - - is there
any religious conflict? And he said, "No. we just worship our own god
and when they're around we play like we worship their god."
MW: Yeah, yeah, play along with it.
Here a clash of cultures took place in the emotionally charged area of language
for the divine being. All health care providers should be aware of and sensitive
to this area of language when working with patients, especially with the elderly.
who may be more devoted to the traditional ways than younger Native
Americans.
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Divine names are unique, revealing and concealing the nature of the
deity. Native Americans insist on using their own divine names, rather than
Caucasian names. Yet they may "play like we worship their god" when "they"
(Caucasians) are around. They evidently do not find any conflict or falsehood
here, but perhaps are engaged in the kind of "play" described by Gadamer. In a
game, one must constantly reassess what has already happened, what moves
have been made, and thrust the imagination forward in anticipation of what
might happen. For Gadamer (1994: 352) "truth happens when we are caught
up in the game that is played with us; it is then, even before we are aware of it,
that we have joined in the continuing event of truth."
The final conversation, again with Muriel, is also concerned with names,
and with a concept that has been misinterpreted by Caucasian society:
MW: And I've never seen people say "leader" either. Who's the leader?
Chief, you say who's the chief? The term "chief" is not Indian. Yeska, we
call it. We call him medicine man and -- anybody that is in that position -Yeska, it's interpreter. They're interpreters. A medicine man, he's an
interpreter. And he translates when the spirits come to tell us what to do.
Thus a Yeska's power came from his or her ability to interpret and translate.
More than likely he or she was watched and chosen because of that ability.
This was the first that I had realized that medicine man and chief were two
English terms used interchangeably to describe the most powerful person in a
tribe. This has not been evident in popular fiction and films. Indians have been
depicted as having a chief who led a tribe and a medicine man who advised the
chief and, indirectly, the whole tribe.
This power to interpret symptoms and to translate messages from the
spirit world seems to be the source of the Yeska's authority. It is almost a kind of
hermeneutical notion of authority--based neither on coercion nor persuasion, in
Arendt's (1961: 93) terms--but based on knowledge of tradition and on
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openness to the human spirit worlds, and to the environment. This is certainly
different from Western health care practices emphasizing science and
technology almost exclusively. Yet the Yeska recalls the figure of Hermes, the
messenger god in Greek mythology, and brother to the god of medicine.
Hermes was associated with three primary events that occur in the clinical
encounter: saying, explaining, and translating (Bowman 1992: 270-271 ).
Hermeneutics is at the heart of the experience of health care and of medical
tradition.
This section, then, has dealt with the truth that language is at the core of
one's being. Even attempts to tell falsehoods reveal truth in subtle ways. It is
necessary to be open, to take a risk, in order to understand what is said in a
conversation and to come away with a new understanding. Language can be a
difficult cultural barrier. The Native American way of saying things is very
connected to the environment and crosses tribal boundaries. Leaders of Native
Americans are the people who best interpret language and apply it to everyday
life. Finally, it is clear that even a great knowledge of a non-native language
does not insure good communication because it is not really a part of one's
being.
The next theme, ethics, is a difficult subject, because it means different
things to different people, even within the same culture. Ethics in health care for
the elderly is crucial, with implications for the way in which health care is
delivered or withheld.

Ethics
In this section, I will attempt to define various views of what ethics is and
to distinguish morals from ethics to some extent; I will establish as facts that
ethics and morals are evolving over time relative to culture, and in response to
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change in technology and social structures. What would be considered ethical
in one culture would not necessarily be ethical in another culture.
I believe that morals are the standards of a certain group of people and
ethics relate to the process of the formation of morals. It is important that health
care providers for the elderly do not impose their own set of morals and ethics
on a group of people whose culture dictates different ethics or morals.
The hermeneutic philosopher Heidegger, considered as one of the
fathers of existentialism, was influenced by phenomenology and supported
Nazism in its early stage. Heidegger (1978: 349) approaches ethics and morals
in various ways. He explains that ontology (being) is less an ethic in the sense
of a code giving coherence to populations, than it is a connection of people in
which human beings can discover for themselves a relation to themselves, to
the context, and to being. He spells it out in this way:
The desire for an ethic becomes all the stronger as the open unknowing
of human beings increases, no less than a hidden unknowing increases.
A connection through ethics is all the more sought after where human
beings have been handed over to a mass existence and can be brought
to a reliable stability only through a collectively and order of plans and
action, which are grounded in technical relations.
Here, Heidegger speaks of a connection between humans similar to the
throwness of Dasein, being thrown into existence with presuppositions. This
consists of something deeper than rules and moral standards, something
connecting humans that gives rise to morals for the human good.
William Atchley, an ethicist to whom I spoke, was seventy-five years old
and still quite active in many medical endeavors. In my conversation with him,
after I explained Ricoeur's views on ethics and morals, the following discourse
ensued:
L.L.: Ricoeur takes an interpretive approach to ethics .... He's written
many books. And his latest one is One's Self As Another, which actually
separates ethics and morals.
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W. A: I've spent a lot of time thinking about separation. I won't go into it
now. That's not why you're here.
L.L.: Well, he separates ethics and morals. He says that ethics is the
structure or the filter for morals, and ethics precedes morals. Because
you have an ethical aim to live what he terms "the good life," which is a
decent, honest life, which is just and right.
Ricoeur's ideas seem to be an extension of the understanding of ethics by
Aristotle. Since William is a cofounder of the International Bioethics Institute,
was very interested in his viewpoint of the difference between ethics and
morals. After a few minutes of thought, he very succinctly explained his way of
thinking:
WA: In my simple approach, ethics carries an imperative to examine,
evaluate, study, and challenge even. Whereas morals have been
accepted into the community, whether it's a church, or an Indian tribe, or
whatever. The imperative is to obey, not to challenge. So, the morals to
some extent are to look behind you. This is where we've been, and we
have solved the problem of lying, and dishonesty, and adultery, and so
forth, I mean for the most part. Ethics re-examines them, and one looks
forward to new challenges.
In the previous statement, William Atchley gave a simpler, less philosophical
approach to the difference between ethics and morals than does Ricoeur,
although the two are not incompatible. Morals can be a result of the ethical aim
and nevertheless be established. What William Atchley neglected in his
definition of morals is the living nature of ethics and morals. I think Heidegger
got at the living nature of ethics as a human connection, which ties them all
together. Science is evolving so rapidly that application of morals to new
situations are needed. People of developing nations need new morals as they
increasingly deal with a new world order. This insight is very important to health
care providers, because the ethical and moral aspects of medical treatment of
the elderly is often blurred. This introductory section has discussed ethics and
morals in general and the possibility that changes occur in them over time. Next
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I shall discuss a subcategory that is crucial in medical care for the elderly.
Life and Death Issues
The need for clear moral principles rises sharply as the end of life
approaches. Many health care providers have suggested that all patients,
especially the elderly, think about what their final wishes in life are. Such
wishes can be put in writing in the medical record, which is called an advanced
directive. Someone may be appointed to act as a surrogate to see that these
wishes are carried out. The medical record can also state whether or not a
person wishes extraordinary means to keep him or her alive. This is important,
if something like a stroke or heart attack occurs and the person is unable to
make their wishes known. This advanced directive becomes a kind of text that
requires interpretation and questioning in light of the patient's illness, medical
judgment, ethical beliefs, and understandings of caregivers and of the family,
and so forth. Unfortunately, few people have taken advantage of this
opportunity to express their wishes in this way, which must be interpreted in
light of the situation. The acceptance of one's mortality is something
Americans usually do not think about until forced to do so. This is a cultural
defect in the American psyche.
One difficulty in making such ethical decisions for another arises from the
fact that developing an ethic is a long process for a person, as well as for a
culture. Gadamer (1994:1 0) suggests that a person's moral attitude is
constantly developing throughout life and is strengthened by the practice of
ethical virtue:
Although practicing this [ethical] virtue means that one distinguishes what
should be done from what should not, it is not simply practical
shrewdness and general cleverness. The distinction of what should and
should not be done includes the distinction between the proper and the
improper and thus presupposes a moral attitude, which it continues to
develop.
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For Gadamer, ethical virtues presuppose a moral attitude, while for
Ricoeur, ethic precedes morals. Again the salient point, it seems to me, is that
ethics and morals are not written in stone. The Ten Commandments is a good
example of morals seemingly written in stone, but they are not. They, like all
morals need to be reinterpreted to apply to current realities. Of course we are
"thrown," according to Heidegger, into a world that possesses norms and
contains ethical behavior. However, norms or morals are ever-evolving ideas
that may be modified according to the larger good in certain situations.
For example, on the one hand it may be necessary and prudent to put
someone on life support until a treatment cures that person. On the other hand,
when there is no hope for a cure and the certainty of a continued vegetative
state without recovery, many people (including myself) would rather Jet nature
take its course. Health care providers have always been taught "first do no
harm " and second, to preserve human life. As Gadamer implied, a moral
attitude is always evolving. I would say as long as new technologies, too, are
evolving, their use needs to be ethically evaluated according to human norms
or morals, through the filter of ethics or what is considered right.
After I reported to Don Beck, the hospice director, that William Atchley
had made the statement "now, we have control over when we die," he replied:
DB: It's only partly true. I mean. there are some situations where you
can't keep people alive. I know what he's saying. It's a dramatic
statement. Nowadays we almost have the ability to keep just about
anybody's body alive for a long time.
LL: Yes.
DB: It's true. The question has become,. "when is it appropriate (to keep
someone alive)?"
The last question, "when is it appropriate (to keep someone alive)?" often puts a
health care provider in a tenuous position. With an unresponsive patient and
no one to speak for a patient an accord must be created between the health
care provider's cultural or moral norms and those of the patient, if known.
118

Sometimes this means leaving the patient on life support for an extended
period of time.
Ricoeur (1992a: 172,330) explains what the good life is and what we
should aim at in our living and in the unfolding of ethics and morals:
"Let us define 'ethical intention• as aiming at the "good life with and for
others, in just institutions" [author's emphasis]. Under the protection of the
Golden Rule to which we thought we gave full credit by assigning to it the
merit of interposing the commandment at the very intersection of the
asymmetrical relation between doing and undergoing (the good you
would want to be done to you, the evil you would hate to be done to
you).
In speaking of the "good life," Ricoeur is not merely speaking of what feels good,
but of what is, in the end, good for us and those with whom we interact. A
person needs to know how to practice the good life. This is not always easy to
see. In caring for the elderly we are hard pressed to put ourselves in the place
of and in the culture of the person for whom we are caring. This ideal empathy
can be attained by questioning and by a "fusion of horizons."
A remark made by Heejong Kim, the Korean nurse, provides an image of
cultural differences in beliefs concerning terminal illness and points to potential
difficulties when health care providers of one culture care for patients of another
culture: "Telling a patient about a terminal disease is important in the United
States, but because of the family decision-making structure in Korea, not telling
might be the best thing to do. •• Herein lies a difficulty in doing that which is
morally and ethically best for a patient, because Korean caregivers and patients
have different ideas about what is "best." Cultural differences are quite
important in decision making for the elderly person.
At the heart of many of the cultural differences in this area is the issue of
acceptance versus denial of death, as experienced throughout life and as life's
end nears.
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Casting some light on this point, Ricoeur (1984: 110-111) ponders
death and makes it sound like a natural part of life:
What is more intimate to life, more a part of it, than death or rather
dying? And what is more public than people's attitudes in the face of
death as inscribed in last wills and testaments? What is more social
than the anticipations excited by the thought of their own funerals?
What is more cultural than how people represent death?
Here Ricoeur reflects much of Western civilization's attitude toward
death. He says death is intimate and personal, but what surrounds it is public,
social and cultural. However, for some reason, acceptance of death is not a
reality in the United States, although patients are told of their terminal illness.
The attitude in the United States is to fight age every inch of the way, in part by
looking younger than one is. This makes American people buy all types of
cosmetics and other products for promoting health. Of course this is a byproduct of the profit mentality of our society. Why cannot people see that older
adults are physically, emotionally, and mentally beautiful in their own right?
Perhaps because they do not understand that being does not equal having.
Alicija Janiczek, the Polish physical therapist, pinpointed some of the
differences in the ways in which American and Polish cultures handle the issue
of informing or not informing patients of their terminal illness:
You know, the thing is, there is a way you do things and there is a way I
was taught to do things. Different, very different. We don't talk about sad
things at all. Even let's say, if we have cancer. I was pretty sure the
family doesn't, they don't tell the patient that he has cancer. So it's very
different what I'm going through. Because there, I mean family kind of
take care of the patient. So letting them know that they have cancer,
doesn't really help. That's how they [Polish people] think. But here it's all
the patient has a right. And the patient makes the decisions.
Here we see that an eastern European culture does not confront a patient who
is about to die with the truth. Who is to say which custom is better? But does
not knowing about one's terminal illness make a person's last days before
death happier?
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Don Beck, the hospice administrator, helped me to sort out the
differences between the health care custom in the United States of informing
the patient of terminal illness, and the custom in other cultures of not telling the
terminal patient about his or her prognosis:
DB: In Western tradition, a full disclosure of a diagnosis to the patient is
usually viewed as the ethical thing to do. And in a lot of Eastern cultures
it's inappropriate to tell the person .... As I understand, the belief is that, if
somebody knows they have a terminal disease, that one expedites the
death of the person by telling them.
LL: I thought it was just to make your last days happier.
DB: The surrogate decision maker is usually the closest relative. It
actually is something I learned here at Laguna Honda City-County
Hospital, because we have such a culturally diverse population.
Don Beck explained his belief that a health care provider should not impose his
or her cultural norms on an elderly patient ,or any other patient ,with other
cultural norms. In the American culture, people want time to get their affairs in
order before death.
Many Asian cultures believe with certainty that telling a patient of a
terminal disease hastens death, rather than helping him or her regain health.
However, some determined people, having been informed of a terminal illness,
recover their health through meditation and a holistic approach, seemingly
miraculously. In American culture, the practice of informing people of terminal
illness also provides them time to put their affairs in order before death. This
seems a more accepting approach to death than the denial of death exhibited in
practices like worship of youth, cosmetic surgery, and overzealous exercise.
When discussing the culture and ethics of death, Don used the term
"ethics" not "morals." Many times ethics and morals are used interchangeably.
However, most health care providers use the term ethical "treatment" to mean a
moral standard of care. I wanted to get at the essence of moral standards
involved in the care of the terminal patient, in prolonging life and in dying. Don
explained a new policy that had been put in place concerning feeding tubes.
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DB: When we're going to put in a NG feeding tube in a patient, it requires
a consent form. The patient understands that that tube, very likely, if they
have it put in, could stay there the rest of their life. They can have a trial
round, if you will, for a period of time, and if they elected, then have it
removed ....The bottom line is, if the tube is removed you have to be
clear that the decision's being made for the perceived best interest of the
patient. ... I think that anybody who gets involved in ethics has to be
pretty damn sure they're not imposing their value system on the patient.
From this statement I became aware that doing the ethical or moral thing is not
always clear or easy. Particularly in a public institution, administrators and
physicians are constrained by laws that protect a patient. This may hinder a
health care giver from doing what he or she believes is best for a patient.
Two ethical issues that are in public view at the present time are:
(1) legally assisted suicide by physicians and (2) the proper use of pain
medication in terminal illness. The first issue has come to a vote in a number of
states. At the heart of this matter in most cases is the great amount of pain
patients suffer in the last days of life, particularly those with cancer. There has
been an ongoing realization that physicians in the United States have been
underutilizing pain medications for various reasons. I asked Don Beck about
this:
LL: Are doctors doing a better job of administering more pain killers,
which they weren't doing before?
DB: I think docs have gotten better.... And this gets more and more
about therapies. Not with traditional analgesics but with antidepressants
and antiseizure medicines that can be used as adjunctive medications
with analgesics that have sort of a synergistic affect.
I can personally attest to the effectiveness of antidepressant and antiseizure
medicines, which I take to alleviate pain caused by recent spinal surgery.
Metab Jafar-Fesaki, the pharmacist, explained that health care providers
unwittingly help people die using pain medications. Her statement revealed her
caring and compassion for her patients moved me to ask if she gets attached to
her patients. Metab answered:
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MF: Yes, I think I do. Because I've heard comments before. I've had
physicians and attendants telling me that I'm very compassionate. And
when the patients are uncomfortable and in pain and they have to know
they are dying. But sometimes the medication doesn't take care of the
pain. Sometimes you have to hold the patient's hand and sit by their
bedside, basically, talk to them and just listen .... And why do I do that?
Because I don't want any reward. I don't want anybody to give me any
money for that. I do it because I'm doing it for God.
Metab, born and educated in Iran, is an example of a health care provider who
truly is concerned for those in pain and facing death. Her resolve and
willingness to alleviate pain is formidable and her empathy without equal in the
health care providers with whom I had conversations.
A very personal example of making life and death ethical decisions
came from Sister Patrice Burns, whose mother lived to be ninety without ever
having been sick. One day, after walking up and down stairs followed by
walking a mile, she had a stroke and then developed pneumonia. After being
asked by her mother's physician if she minded if he sent in a respiratory
therapist, Sister Patrice at first said "sure, send him up to see my mother." Then
she had second thoughts, engaging herself in a process of questioning:
SPB: What am I doing this for? Why do I want a respiratory doctor? I
called my sister and she said "Absolutely, you do whatever you think is
right." So they.took her out of ICU [Intensive Care Unit] after I said I didn't
want anything done and put her on the floor [regular room]. Soon after I
left her room she turned her head over and died .... I have not had one
minute of regret.
By questioning herself as she might have questioned her patients, Sister
Patrice arrived at a better understanding of events. In Sister Patrice Burns I see
a person compassionate enough to know when it is time for nature to run its
course. She practiced what she thinks is good for her other patients in dealing
with the death of her mother. Sister Patrice decided not to prolong dying and
death with the indignity of extreme measures to prolong the life of her mother.
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Everyone in all cultures must surely come to terms with death and
mortality, and how they influence our lives. Heidegger (1957: 250) finds that
death affects many aspects of life and states that:
[death] finalizes my past, cuts off my future, and invades my present as
the perspective from which Oasein (existence) is seen in the wholeness
and conclusive meeting .... Thus death reveals itself as the one most,
nonrelational, unsurpassable possibility.
Here Heidegger reveals his respect for death and its inescapability. More
important, he understands that it is integrated into true life. Death also reveals
the wholeness and meaning of life.
One final image, of an elderly person dying surrounded by the extended
family, is like a relic from the past for Americans and for other members of
industrialized societies, but it represents current health care practices of
indigenous people. A passage by Reid (1985:

131, 133) in Logue's book Last

Rights describes the last days of the aboriginal elderly:
Kin arrive and camp around the bed; relatives wash, massage, and
comfort the patient, carefully attending to any special requests; shifts are
rotated so that someone is always at the bedside; when death seems
imminent, female kin weep and keen [wail] while clan elders sing
traditional songs to guide the person's spirit back to its territory of
conception.
Older adults in many nonindustrialized countries are cherished for their past
gifts to the common good, the example of their lives, and their wisdom. When
frail, ill, or dying, their needs are lovingly tended to by devoted members of the
extended family, and their loss is genuinely mourned by the entire community.
In many ways, this has been lost forever in those countries that have been
industrialized, such as the United State. In the United States, many people die
hospitalized, alone, uncomfortable, and unattended.
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Summary
In this chapter I have used metaphor to introduce and to describe the
personal histories of my conversation partners, and then I have explored the
category of culture, with its subcategories of respect for the aged and physician
demigods; the category of language; and the category of ethics with its
subcategory of life and death issues. In the process I have gained insight into
new concepts of authority, language as a barrier and as an image of reality, the
evolving nature of ethics, how cultural clashes in health care for the elderly can
be helped by hermeneutic processes such as dialogue to reach new
understandings, and the growing importance of end of life ethics. In the next
chapter I will put forth implications for action for the education of the health care
providers of the elderly and summarize my findings.
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CHAPTER FIVE
IMPLICATIONS FOR EDUCATION OF PROVIDERS,
RECOMMENDATIONS FOR ACTION AND SUMMARY
"Appropriation" means "to make one's own" what was initially "alien." According
to the intention of the word, the aim of all hermeneutics is to struggle against
cultural distance and historical alienation. Appropriation is the concept which is
suitable for the actualization of meaning as addressed to someone. - Paul
Ricoeur (1992b 185)

Introduction
This research was like a journey taken to an unknown place without a
map but with the goal of reaching a destination that was worthwhile, Gadamer's
"fusion of horizons" resulted in greater understanding of the conversation
partners. This greater insight is of profound importance, useful, and important
alterations should be made in the education of health care providers for the
older adult. This chapter looks at the implications for educating our culturally
diverse, ever-changing health care providers in an appropriate and constructive
way. Chapter Four concluded by noting that death affects our life in many ways.
According to Heidegger death defines our lives.
Yoe (1996-97:72) states:
The five census categories, Caucasian, African American, Native
American, Asian/Pacific Islander and Hispanic do not begin to capture
the diversity that presents itself in clinical care, since within each of these
classifications is found endless heterogeneity .... There are more than
thirty separate ethnic backgrounds among the fastest growing category,
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the Asian/Pacific Island American elders and there are more than three
hundred fifty Native American tribes.
Faced with this diversity, our goal should be to teach providers the art of true
dialogue in exploring elderly patient personal histories, perhaps through
metaphor; to be aware of an older patient's culture, language and to treat an
elderly patient in a moral way. Gadamer (1994: 21-22) observes "The grasp
and moral control of the concrete situation requires subsuming what is given
under the universal -- that is, the goal that one is pursuing so that the right thing
may result." We must go beyond what applies to the universal, and using the to
and fro of dialogue, grasp the need of the individual immigrant or minority
patient.
Technology has overwhelmed health care, particularly in the United
States. Unfortunately it has consumed great amounts of resources that could
have been put to better use. In past years, hospitals and providers, through
Medicare financing in the United States were allowed carte blanche in
acquiring such technology as computerized axial tomography (CAT) scan and
magnetic resonance imaging (MRI) machines for almost every hospital during
many critical years.

Because of this we find now that Medicare and other

insurance carriers need to ration medical care through health maintenance
organizations (HMOs).

Implications for Education of Health Care Providers
Yoe (1996-97:72) writes that there is now a need for "cultural
competence" of geriatric health care providers. Among all cultures there are
great differences in degree of acculturation (for example, elders born in the
United States versus "followers of children" who immigrate after retirement to
live with adult children.), in socioeconomic status and in education --and all of
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these factors affect the clinical encounter. Even when providers are anxious to
become culturally competent, it would be almost impossible to become familiar
with the whole range of clinically relevant cultural differences they are likely to
encounter. As the cultural differences in my conversation partners indicate,
another complexity of the clinical encounter is that there is the growing cultural
diversity of geriatric providers, as well.
These are the positive aspects of having geriatric providers from many
different ancestries; (1) they may bring to the care of older Americans the
respect for elders found more prominently in other cultures than is true in the
youth-oriented cultural values of the United States and (2) they may have the
language skills and understanding to better care for elders and their families
from the providers own cultural background. However, it is important to
recognize the increasing complexity of cross-cultural communication and
decision making when both partners in clinical interaction may be using their
second language and may be influenced by cultural norms not well understood
by each other.
It is important in a cross-cultural geriatric interaction for providers to
understand the principles of inter-cultural dynamics. Among these are the
multiple levels of culture in which a practice is operating-community subgroup
(including ethnic subgroup), the individual patient, the practitioner. and the
health care system.
Using the power of dialogue, we are able to contemplate answers to the
problems facing health care for the elderly in the United States. These
problems are ethical and moral and call for an ethical and moral common
ground to discuss them. Unhappily, ethics and moral language in the United
States is almost foreign. We have devalued religion to such an extent, that it
has a great deal less to do with how we act. We have relied on technology to
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solve all of our problems. Ethics, morals and the common good must be the
basis on which changes must be made.
It is quite apparent that technology will not solve the problems of crosscultural care of older adults. We should begin by basing our actions and lives in
an ethical and moral manner. We should also commit ourselves to the
connection of the private lives of providers and recipients to the common good.
Gadamer (1994: 314) writes:
A hermeneutics of the human sciences certainly has nothing to learn
from mathematical as distinguished from moral knowledge The human
sciences stand closer to moral knowledge than to that kind of
"theoretical" knowledge. They are "moral sciences." Their object is man
and what he knows of himself. But he knows himself as an acting being,
and this kind of knowledge of himself does not seek to establish what is.
An active being, rather, is concerned with what is not always the same
but can always be different. In it he can discover the point at which he
has to act. The purpose of his knowledge is to govern his action [authors
emphasis].
Here Gadamer differentiates the human from the technical or theoretical
sciences and shows that the aim of these moral sciences is to govern man's
actions. If we approach recommendations for action in a hermeneutic and
moral way we must do so using what we know of moral or human science.

Recommendations for Action
1. In educating health care providers we must make cross-cultural health
care a part of the geriatric curriculum. Cultural competence is not an easy thing
to teach to prospective providers. Perhaps the most important concept to
communicate to the providers is the use of the to and fro of dialogue, perhaps
even metaphor when taking a patient history. Ethics and morals are very
important when considering cross-cultural health care for the elderly. Educators
of health care providers should research the ethics and morals of Americans as
compared with those of various cultures and minorities. Older adults of different
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cultures and minorities hold diverse values. Before choices can be made about
appropriate health care for these older adults, health care providers must
understand the values that the elders hold and how these differ from their own.
2. Health care education could learn a great deal about cross-cultural
curriculum from the field of social work. Although I did not have any data from
my research to support this, my personal experience in receiving a graduate
degree in gerontology leads me to this conclusion. In a review of texts Yoe
(1990: 38) found "the most comprehensive material concerning ethnogeriatrics
is found in the field of social work." Dr. Yoe adds:
In the Manual to Facilitate the Infusion of Ethnic Minority Aging Content
Into the Base of Social Work Education Curriculum provides an excellent
set of guidelines for inclusion of relevant ethnogeriatric course work that
addresses issues such as cultural understanding and appreciation,
listening skills, addressing one's own stereotypes, family and other
natural support systems, utilization of long-term care facilities, and factors
and interventions in mental health problems.
3. Since views of health and illness are not universal, older adults may
come to the clinical encounter with culturally embedded explanatory models of
illness and treatment, some of which are not part of the Western biomedical
health care system. Providers need to be familiar with the major systems of
belief and need to develop skills in eliciting the clinically relevant information.
Providers need to acknowledge the patients' perspectives on their own illness
and to negotiate a treatment strategy that is acceptable to both patient and
provider. This practice increases the trust and feeling of understanding
between the older adult and provider and the compliance of the patient with the
provider's recommendations. Of course, it is always extremely important to
remember that individuals from the same cultural background may have very
different beliefs.
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4. Along with technological changes in the care of older adults, providers
need to have continuing updates on cultural evolution and changes affecting
minorities and people born outside of the United States. Culture is always
evolving to meet the needs of the people within it. Gelfand and Barresi (1987:
8) write in the introduction to Ethnic Dimensions of Aging:
It is only recently that we have seen any clear ability to focus on change
in the field of aging .... Because of the tendency to view the world
through unchanging lenses, variables such as ethnicity have proved
problematic. These problems stem from the basic fact that ethnicity is not
a static variable. When simply defined as a sense of peoplehood based
on race religion and nationality, it is clear that each of these
underpinnings of ethnicity can be affected by changing social, economic,
and political conditions.
5. The challenges facing health care of the culturally diverse elderly in
America today must be based in community. It is only through a reformation
toward community that we can we risk our assumptions. Bellah et al. (1985:
335) state:
Public good is that which benefits society as a whole and leads to what
the founders of the American republic called public happiness. It
includes everything from adequate public facilities to the trust and civic
friendship that makes public life something to be enjoyed rather than
feared.
When any part of our civilization is changed we are changed. Our
interdependence on each other makes us realize how important community is.
When our actions reflect dependence on each other we begin to move into
community. In defining culture, Gadamer (1994: 37) makes an interesting
statement, "Taste operates in a community, but is not subservient to it." His
advice is, although community is important in culture, one must realize that
culture is a constantly evolving event. That evolution should be done in a way
that suits the community. Through the realization of the common good and
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interdependence of each health care provider we can consider the challenges
that face them in treating the minority or culturally diverse older adult.

Summary
This dissertation has examined and compared health care for the older
adult in the United States to that of Iran, Native Americans, Jewish-Asian,
Korea, Mayan Indian, Poland, Asian Indian, and Thailand. It has shown that the
use of metaphor is helpful in revealing the personal histories and differences in
conversation partners. In exploring the cultures of my conversation partners, all
the cultures had one thing in common, greater respect for the elderly than that of
mainstream American culture. The study examined the spirituality and
importance of family in other cultures and the devaluing of religious beliefs and
breakdown of family in the United States. It also examined the effect of cultural
barriers and cultural isolation to good quality health care for the elderly. This
study compared the respect given to physicians in all cultures and how the
English language is a most powerful barrier to acculturation and access to
health care for the older adult. It then interpreted the difference in ethics and
morals and contemplated end of life issues and their consequences.
Our culture isolates the frail elderly, particularly the institutionalized.
Other cultures don't seem to have this problem, the family reveres and takes
care of their older family members. With our increasing cohort of older people
and our vast medical technology, there is room for improvement in the art of
dialogue and "fusion of horizons" in caring for the culturally diverse older adult.
Because we in the United States are such individualists and there are so
many lawyers encouraging us to bring suit against physicians, we in our more
recent history have been questioning physician's orders. Another reason we do
not deify physicians could be, because until recently, the majority of people in
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the United States have related to Judeo-Christian belief, which assumes that all
humans fall short of what is perfect.
I believe that the health care education curriculum that we have in the
United States needs improving. It is the responsibility of that education to teach
providers how to deliver quality care to our older adults. It is not as if our society
did not know about our increasing elderly population in the United States.
There has been ample time to prepare for the increase in longevity and
numbers of older adults, although our politicians are quite adept at evading this
issue.
In explaining true dialogue Gadamer (1994: 367) advises:
To conduct a dialogue requires first of all that the partners do not talk at
cross purposes. Hence it necessarily has the structure of question and
answer. The first condition of the art of conversation is ensuring that the
other person is with us.... To conduct a conversation means to allow
oneself to be conducted by the subject matter to which the partners in the
dialogue are oriented. It requires that one does not try to argue the other
person down but that one really considers the weight of the other's
opinion .... A person skilled in the "art" of questioning is a person who
can prevent questions from being suppressed by the dominant opinion.
Gadamer (1994: 307) explains fusion of horizons in the following way:
In the process of understanding, a real fusing of horizons occurs -- which
means that as the historical horizon is projected, it is simultaneously
superseded .... Although this task was obscured by aesthetic-historical
positivism following on the heals of romantic hermeneutics, it is, in fact,
the central problem of hermeneutics. It is the problem of application
[authors emphasis], which is to be found in all understanding.
In the book Meanings in Texts and Actions: Questioning Paul Ricoeur, Klemm
and Schweider (1993: 8-9) describe the subjects of understanding, explanation,
and appropriation: "Understanding, explanation, and appropriation together
form a "hermeneutical arc" in which "understanding precedes, accompanies,
closes and thus envelops explanation. In return explanation develops
understanding analytically."
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Given the sketchy nature of curriculum and knowledge about
ethnogerontology by health care providers, we must see that more health care
educators realize the tremendous need for course work and texts on this topic.
All the technology necessary for medical care is of little matter, if an older adult
can not be convinced that the care offered is in his or her best interest.
As gate keepers, primary care physicians and geriatricians are critical in
history taking and explanation of the health care that is needed. These
individuals should benefit from the knowledge gained through hermeneutics of
the art of true dialogue, fusion of horizons, understanding, explanation, and
appropriation.
As a nation, we need to appropriate a practice of community. Even
though we are swiftly becoming a culture of great diversity, we have little
understanding of our differences. This precludes appropriation of those
differences. We tolerate cultural differences but we do not welcome them. Our
toleration is the result of political practices intended to alter only superficial
ways of interaction that allows our dislike of those of other cultures to
degenerate into misunderstandings. To be effective change must come from
our very being.
To be truly effective health care providers for the elderly must move from
strategic communication (communication that manipulates others) to
communication used communicatively (communication that leads to true
understanding of our differences). Communication with those they care for
should lead these providers to the hermeneutic arc, understanding, explanation
and appropriation, all three equally important.
The task is a intimidating one. To move technology oriented providers
from the paradigm of strategic thinking to one of thinking and acting
communicatively is possible. I have found that those providers involved directly
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with geriatrics and gerontology are by their very nature more empathetic and
understanding. They are charged with caring for those with chronic illnesses.
This is very different from the orientation of acute care providers, who are
prepared to aggressively care for those who need immediate attention. With the
appropriate training in true dialogue and fusion of horizons, I would expect the
providers to appropriate these and put them to good use in health care for the
older adult. This should be enough impetus for educators of health care
providers for the elderly to change their way of training those providers to a
more humanistic and hermeneutic approach to health care.
If the understanding of true dialogue is integrated into health care
curriculum, social work curriculum is used as a model, providers are
familiarized with major belief systems, providers are updated with changes in
those systems through continuing education and these changes are made
through community we may look forward to better health care for the older adult
in the next century.
Upon reflection, this research has helped me to understand a great deal
more about people of other cultures and ages. I was surprised and pleased that
what I believed would happen in the process of this research was altered as I
proceeded. That is the wonderful thing that hermeneutic research does. It
leads you down interesting and unexpected paths. I believed that my most
important resource would be seniors of other cultures. This was true of my three
senior conversation partners but many of the great insights came from such
unlikely sources as a bioethicist, a hospice director and a patient ombudsman.
truly had a fusion-of-horizons with my conversation partners. Each one
changed me and my understanding in a special way.
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APPENDIX A
SAMPLE LETTER FOR NOMINATION OF
CONVERSATION PARTNER
H. Lewis Long, D.D.S., M.P.H.
470 Warren Drive Suite 205
San Francisco, CA 94131
(415) 665-9326
Senior Center Director
Address
City, State, Zip
Dear
Thank you so much for taking some of your valuable time to read this
letter. I am in the doctoral program at the University of San Francisco, School of
Education in the Department of Organization and Leadership preparing to do
the research for my dissertation which is required for graduation.
The focus of my research is the effect of culture, ethnicity and tradition on
health care for the elderly. In order to complete this research I would like to
speak to an older adult who would be willing to have a conversation with me
either in English or through an interpreter about the differences in their medical
culture or ethnicity and that provided by the majority of health care providers in
the United States. I will be telephoning you in one week to receive your
nominations. Thank you in advance for your time and effort in making this
nomination.
Sincerely,

H. Lewis Long
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APPENDIX B
BACKGROUND OF THE RESEARCHER

After practicing general dentistry for 23 years, I earned a Master of Public
Health degree at the University of Oklahoma Health Science Center, College of
Public Health. I was then selected to do a Medical-Dental Geriatric fellowship at
the State University of New York at Buffalo, for two years and a two year
Geriatric Dentistry Fellowship at the University of California at San Francisco.
During the Fellowship at State University of New York Buffalo I did two research
studies, since published, using Likert scales, questionnaires and oral
examinations of frail elderly subjects that linked psychosocial health and well·
being to oral health. During the two year Geriatric Dentistry Fellowship at the
University of California San Francisco, I did research, since published, with the
School of Nursing creating and validating an instrument for nurses to evaluate
patients oral health, which has been mandated by the Omnibus Budget
Reconciliation Act of 1987. In 1996 during the time that I was studying for my
Ed. D. degree at the University of San Francisco, I earned a Master of Arts
degree in Gerontology at San Francisco State University. To say that I have
undergone a major paradigm shift regarding research is an understatement.
Having participated in both positivistic and hermeneutic participatory research, I
can see the unequivocal superiority of the latter. I have learned that one can
gain more understanding about the true nature of people through one good
hermeneutic conversation than through the thirteen hundred and eighty
questionnaires completed in my research in Buffalo.
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